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This study focuses on the management strategies 
employed by psychiatric out-patients in Hong Kong to cope 
with their illness. It is confined to a milder form of 
mental illness； that of anxiety neurosis. Adopting an 
interpiretive theoretical perspective, with special reference 
to symbolic-interactionism and the phenomenological 
tradition, actors are assumed to be active and capable of 
constructing their social reality. In the area of health, 
they are seen to be active in defining their health 
situation and then deciding on ‘remedial‘ actions including 
—jnedical and non-medical courses. The above, is an 
interpretive process, involving the cognitive aspect when 
the patient comes to recognize his symptoms and make sense 
of his ‘problematic experience'. This process takes place 
in the context of specific situations and interaction with 
significant others. It is also understood to change as the 
weighting of the above mentioned components vary with 
situation and time. 
Another broad area of management lies in coping with 
^ � 
the label of receiving psychiatric treatment. The study-
finds that in contrast to the labeling perspective, patients 
do not passively receive the stigma of being a mental 
patient； nor behave in conformity with the ‘everyday 
conception‘ of mental patients - that of being violent, 
unpredictable and dangerous. On the contrary, they are 
creative in developing cognitive strategies and interaction 
skills in concealing their health status. These strategies 
include: highly selective information control and using the 
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Chapter 1 一 Introduction 
Health, across culture, has been valued as an important 
‘ element in human living. Health and illness is an everyday 
experience for every one. It concerns all members in the 
society, beyond every natural boundary (like sex, or age) or 
social groupings (such as class). No one is immune. The 
issue of health and illness is thus worth studying just on 
this dimension. 
In the present study, psychiatric illness, or generally 
known as mental illness is the area of concern. This has 
aroused attention on a societal level. In recent years, 
there seems to be a growth of violent acts happening in Hong 
Kong, say stabbing, dismembering or poisoning family 
members. The most remembered one happened in 1982. An ex-
mental patient, Li Chi-hang, without any apparent reason, 
stabbed his mother and sister at home at Un Chau Estate, and 
three more victims on the staircase and ground floor of his 
flat. He later ran into a kindergarten and wounded a number 
of 3 to 4 years old kids. He was subsequently subdued, 
arrested and charged with murder and wounding with intent. 
When the matter was brought to the court room, he was 
reported to be suffering from paranoid schizophrenia which 
impaired his mental functioning. The judge made a hospital 
order against Mr Li and the verdict was unspecified period 
of detention. 
The mass media also shapes certain impression or images 
of people with mental disorder. After the 1982 Un Chau 
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Estate incident, there was a Cantonese film featuring a 
supposedly true story of a mad man. It is not coincidental 
that mental patients were portrayed as violent, 
unpredictable and thus dangerous. On an everyday level, 
there are blaming or derogatory language terms built on the 
image of the "insane". In the English language, they are 
words like "crazy", "nuts", "cuckoo". In the Cantonese 
dialect, there are slangs describing people to be "short" or 
"chee cin" .1 
One cannot say that the lay conception of mad, crazy, 
or "chee cin" people is ungrounded. Yet, is it true that 
people with mental problems of various kind are necessarily 
wild, fierce and uncontrollable, posing but only threat to 
the society? Or, is the everyday conceptualization of 
« 
mental illness more characteristic of more extreme forms of 
mental illness like psychoses? This makes the gross 
generalization not applicable to other forms of mental 
illness. 
Not just ordinary members in society have an over-
generalized conception of mental illness. This also � 
happens in the discipline of Sociological study of mental 
1. Descriptions like "short" or "chee chin" are built on an 
analogy of short-circuiting an electronic circuit; 
symbolizing short-circuiting some of the nerves in the human 
brain. "Chee cin", literally can be translated as "gluing 
some threads together". Threads can also be understood as 
nerves； the gluing of these implies malfunctioning of the 
nervous system. 
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disorder. As a result, sociological theories of mental 
illness tend to treat it as a unified whole. The present 
study tries to focus on a milder form of mental illness 一 
neurosis. 
Neurosis^ is a milder form of mental illness in the 
sense that people are relatively capable of keeping reality 
intact. Psychoses are more extreme form of mental illness. 
Everyday conception or impression of psychiatric illness is 
more of the latter kind which is commonly associated with 
violent behaviour and extreme expression of craziness. 
Among neuroses, there are also different subgroups. In 
order to confine the area of analysis, what is generally 
known as Anxiety Neurosis or Anxiety Disorder is chosen to 
1. In Hong Kong, two classification systems of mental 
illness are commonly used. They are the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) designed in 
U.S.A. and the International Classification of Diseases 
(ICD). The classification system of mental illness, 
PrSychiatric nosology, has its social dimension too. That is 
to say, as a man-made construction it also changes through 
time and across cultures. 
In the new DSM-III published in 1980, the term 
neurosis, has been abandoned and regrouped under various 
subtypes of disorders. (for reasons, see Yung, 1986.) 
However, the term neurosis is still commonly used in the 
clinical practice and government publication of Hong Kong 
(Government Information Service, 1983). That is why the 
present study still uses this classification. The 
corresponding comparison of neuroses in ICD-9 and DSM-III is 
listed in Appendix A. 
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1 be studied here. 
Among the new attendance at out-patient clinics, it was 
reported that 51.5% suffered from neurosis； and among those 
admitted to psychiatric hospitals only 7.7% were neurotics 
(Government Information Service, 1983). This directed the 
research to approach neurotic patients at the out-patient 
clinic rather than mental hospitals. Moreover, the 
experience of out-patients has not received much attention 
in the Sociological literature of mental illness. It is, 
thus, believed to be worth paying attention to. The study 
is then confined to married women who have been or are still 
under psychiatric treatment at the Psychiatric Out-patient 
Department (OPD) of the Li Ka Shing Specialist Clinic, which 
is attached to the Prince of Wales Hospital, Shatin. ^ 
Starting from a theoretical point of view, the issue of 
management should be understood in context of the 
distinction between disease and illness. In the field of 
medical sociology, disease points to the abnormality of 
physiological functioning which in some sense exists 
� T o be specific, cases diagnosed as Anxiety State 
(according to the International Classification of Diseases 
ICD-9 )； or Generalized Anxiety Disorder, Panic Disorder, 
and Anxiety Disoirder Not Otherwise Specified {according to 
the Diagnoistic and Statistical Manual-Ill DSM-III) were 
chosen to be studied here. Appendix B tables the 
diagnositic criteria for Generalized Anxiety Disorder as 
described in DSM-III. 
2. This out-patient department is chosen because it belongs 
to the teaching hospital of the university where the 
researcher undertakes her study. This makes access to 
patients justifiable on the ground of academic research. 
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independent of human judgment.^ Illness, on the other 
hand, involves the subjective interpretation of one's 
physical or bodily change； and upon which decision for 
action or non-action is made. Or put differently, disease 
may exist without the recognition of illness. Say, in 
culture A, one does not take certain signs as symptoms for 
action while in culture B, it may arouse one's attention for 
medical treatment. It is illness, not disease that 
.sociological study is interested in as it implies a social 
dimension. For example, the definition of illness and 
social reaction to mental illness take greater weight in the 
field of medical sociology. 
The labeling theory is a prominent sociological 
perspective applied to the study of mental illness. In 
brief, it views mental illness as deviant behaviour. It 
is believed that upon certain deviant behaviour, individuals 
are labeled or diagnosed as having mental problems. Once 
labeled, the labelees are thought to be placed under certain 
social circumstances that they are unable to act "normally", 
but to conform to what society conceives mental patients to 
behave. These social circumstances would be institutions 
like mental hospitals in which individuality or personal 
freedom are totally wiped off. That is to say, this 
1. It is also aware that the definition or awareness of 
physiological abnormality also changes through time and 
across cultures. For instance, with the development of 
medical technology, what was not perceived as ‘problematic‘ 
may now bring to the attention of the medical circle. 
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perspective focuses attention on the impact of social forces 
or societal reaction towards people being labeled by 
professionals as mentally ill. Some proponents like Szasz 
push the argument to the extreme to insist that it is 
societal reaction that "creates" and "perpetuates" mental 
illness. There is nothing called mental illness in its own 
right. According to this perspective, mental patients seem 
to have no choice, but conforming to what society expects 
them to act. 
RESEARCH PROBLEM 
Against this perspective, the present study attempts to 
argue that individuals diagnosed with mental disorder, (in 
this case, anxiety neurosis or anxiety disorder) do not live 
at the mercy of the social forces impinge on them. On the 
contrary, it is believed that patients are seen to be active 
in attempting to alter their situations to their advantage. 
As the topic of management implies, this study is launched 
against the theoretical assumption of the labeling 
perspective. In this study, management can be conceptually 
distinguished between management of the symptoms from 
management of the label. 
Management of the symptoms points to measures taken in 
response to the ‘abnormality‘ or 'disease‘ itself. This, 
involves firstly, how one interprets or identifies his 
health situation as deviated from the norm. Secondly, the 
decision to act on it or not； and thirdly, which course of 
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help he seeks, whether medical, psychiatric, or non—medical. 
The study concentrates on those who enter the help of 
psychiatry. This entire process has a social dimension. 
That is to say, the influence of significant others, one's 
concept of what is socially accepted as healthy and mentally 
sick; and the availability of psychiatric treatment. 
Speaking from a symbolic-interactionist perspective, this 
process can be understood as that of "definition of health 
situation and actions employed". 
\ 
Management of the label highlights the social 
dimension of coping with the label of receiving psychiatric 
treatment. This is usually associated with stigma. Issues 
like: while attending psychiatric out-patient clinic, do 
they believe or see themselves as 'crazy•？ Will they hide 
the fact of receiving psychiatric treatment from others? Or 
will they disclose it in a disguised form? 
THEORETICAL PERSPECTIVE 
Broadly speaking there are two traditions in the discipline 
of sociology. Each represents a different philosophical 
MS. 、 
stance towards knowledge, the nature of social reality and 
ways of understanding the above. They are, in general 
terms, understood to be the ‘positivist‘ and ‘interpretive‘ 
7 
tradition in sociology. ^  Within the discipline, the 
development and differences between the two paradigms in 
social investigation have been widely discussed. 2 
The present study is a first-hand experience of 
approaching the issue of understanding illness from these 
two different approaches. I started with a positivist 
approach and later shifted to that of the interpretive. From 
a study on compliance it was changed to that of illness 
management. The change was unplanned and illustrates the 
dynamic nature of social investigation. 
Initially, treatment compliance of psychiatric out-
p,4tients was the area of study. Reasons or factors 
contributing to neurotic patients‘ continuation of 
psychiatric treatment was examined. A quantitative method 
was adopted. Patients* medical records were studied to 
obtain their socio-demographic factors like age, sex, 
education, & housing type； and other clinically related 
information. After collecting data, analysis was conducted 
by simple statistical methods of cross-tabulations and 
� Different terms have been used for this broad 
categorization of •paradigms' in Sociology such as 
Durkheimian vs. Weberian； positivist vs. interactionist or 
positivist vs. naturalist (Hammersley & Atkinson, 1983) and 
etc. There are yet different approaches within the so-called 
interactionist paradigm. They are for example, the 
ethnomethodology, symbolic interactionism, ethnography and 
etc. 
2. For a helpful summary of the development of the two 
paradigms, see King, Ambrose. (1985). Paradigms and the 
Development of Sociology > Professorial Inaugural Lecture 
Series 8, Chinese University Bulletin supplement No. 15. 
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regression. Orientation of the research was then very much 
medically-centred in the sense that patients were expected 
to ‘comply‘ with the suggestions and instructions of medical 
professionals. 
Difficulties appeared. Firstly, if the source of data 
is confined to medical records, it only provides information 
from the psychiatrist, and the institution•s point of view. 
For instance, if a patient does not turn up for treatment, 
he/ she is termed to be a "defaulter". Patient‘s reason for 
not doing so is not recorded. She could do it "purposely" 
or just "simply forget" about the appointment. She could be 
dissatisfied or even lack of confidence in psychiatric 
..一 9 -
treatment. Equally possible, she could be subjectively 
feeling better and decide that there was no such need for 
her to come for consultation. The human actor and his 
meanings behind actions seemed to have disappeared 
altogether if the source of information was only limited to 
medical records. 
Related to the limitation of interpretion from the 
medical records is the information of "source of referral". 
4 � 
For every out-patient, referral, mostly medical referral is 
i 
necessary before he reaches this psychiatric OPD. This is 
documented in the record, either in the form of a referral 
letter from other medical professionals in private practice 
or other department within the same hospital. What 
difference does it make for a patient to be referred from 
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the Emergency Department or from a general practitioner? 
Would it be possible that if someone was referred from the 
Emergency Department, his contact with psychiatry is taken 
place in context of a crisis situation? What impact would 
that have on the patient? Would he be more receptive to 
this kind of treatment than otherwise? The impact of 
specific situational context upon which patients are 
introduced to the field of psychiatry cannot be read from a 
referral note. 
Secondly, difficulties were encountered with regard to 
interpretation of findings. Amid cross-tabulations and 
regression coefficients issues like patients‘ subjective 
interpretation of the nature of their experience and 
perception of psychiatric consultation could not be found. 
Even if ‘statistically significant‘ relationships were 
found, interpretation did not shed any light on patients‘ 
subjective meanings nor the impact of situational context on 
their behaviour. Take the relationship between patients‘ 
education and their duration of treatment for an example. 
Table 1. Education by Duration of Treatment 
Education 
No Primary Secondary F.5 & 
( Education Incomplete Above 
Duration of Treatment N=ll N=37 N=20 N=18 
Low (0-13 mths) 36.4% 27.0% 25.0% 33.3% 
Medium (14-40 mths) 54.5 32.4 25.0 33.3 
High (40+ mths) 9.1 40.5 50.0 33.3 
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Table 1 shows the cross-tabulation breakdown between 
education and duration of treatment at the Li Ka Shing 
Specialist Psychiatric OPD. Education is categorized into 
four groups: no education, primary, secondary incomplete 
(F.1 to F.4) and F.5 & above. Duration is obtained from 
calculating the difference between the first and last date 
of appointment at OPD. This is originally calculated in 
months. It is regrouped into three categorizes: low, medium 
and high. Each category is compromised of about one third 
of the sample. That is to say by arbitarily dividing the 
sample into three roughly equal groups. One's ranked 
duration of treatment is relative to each other within the 
sample. The cutting point is 13 and 40 months. That is to 
say, patients attending the clinic between 0 to 13 months 
are ranked as low duration; 14 to 40 months are ranked as 
medium duration7 and over 40 months are high duration. 
Table 1 shows that as education increases so does 
duration of treatment. This is true for the no education, 
primary and secondary incomplete group. Yet, this pattern 
does not exist as one's education reaches F.5 and above. 
What does this statistical analysis convey to us? Can one 
infer that if a patient has more education, he is more 
likely to appreciate and thus stay longer in treatment? 
But why does this pattern stop when one finishes secondary 
and higher education? What mechanism is exactly operating 
is hard to infer from statistics built on quantified 
behaviour• 
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Upon serious reconsideration of the nature and 
limitation of the positivist paradigm as applied to this 
study, the research took on a different course. It was 
decided that the interpretive approach was preferred to that 
of the positivist as far as this study was concerned. This 
redirection involved and meant revision of the following: 
1. Basic assumption on human action, social reality, and 
knowledge； ( detail as elaborated in Chapter 2) 
j 
2. Research methodology: from document research to -foctA-secf 
interview; 
3. Nature and unit of analysis: quantitative to qualitative; 
aggregate to individual (see Appendix C for a brief 
summary of the attempted quantitative findings undertaken 
between November and December 1990.) 
4. ‘Variable‘ studied: from compliance in terms of duration 
of treatment at the psychiatric out-patient clinic to 
management strategies employed throughout the course of 
illness. 
STRUCTURAL CONTEXT 
Adopting the interpretive paradigm to understanding the 
management of an illness experience, necessarily imply a 
process approach to the issue. Yet, it is brought into 
awareness that this interpretive and managing process does 
not take place in vacuum. Upon the setting of cultural and 
structural constraints do patients act. 
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Hong Kong is a Chinese community. It is reasonable to 
believe Chinese cultural values have an impact on the mental 
health of the people living here. Some of the cultural 
elements may be more relevant to the present study. They 
are for example: how does the the cultural emphasis of not 
expressing excesssive emotion affect the recognition of 
emotional distrubance which is commonly associated with 
neuroses (Wu & Tseng, 1985). Another researched Chinese 
personality trait is ‘self-discipline‘ which is suggested to 
be linked with the Confucian thought and reflected in 
sayings like “ correct the mind and train the temperament". 
Would this have any implication on patients‘ coping 
strategies? 
. 一 - ^ 
The pluralist medical system in Hong Kong provides 
options for patients to choose between or a combination of 
Western and Chinese •remedies’. As studied by Lee (1980), 
there is a combination of usage of both medical services in 
the urban community of Kwun Tong in Hong Kong. Will this 
medical practice be the same with respect to psychiatric 
patients? As explained in more detail in the following 
chapter, the traditional medical belief does not make a 
clear distinction between psychological and physiological 
disorder. Will this conception influence people's 
perception of their problematic experience and in turn 
affect their choice of medical treatment? 
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Public psychiatric treatment is based on a referral 
system. Private psychiatric service is scarce and 
expensive. People manage their illness upon this structure 
of medical service. How do they cope? As Cheung and her 
associates put it, the path to psychiatric care in Hong Kong 
is long and winding (Cheung, Lau & Wong, 1984) . How do 
patients manage after recognising their need of psychiatric 
treatment? There is a time lag before patients actually 
reach the doorstep of psychiatry. What are their strategies 
then? 
THE PLAN OF THIS REPORT 
The study then, under the revised course of the 
一 •？ 一 a. 
"interpretive" approach, attempts to understand from 
neurotic patients‘ subjective point of view the management 
strategies they adopt to cope with the illness and the 
stigmatized label of attending psychiatric treatment. 
Chapter 2 will give a review of the literature on the issue 
of health and illness from both the positivist and 
interpretive paradigm. Its related assumptions of social 
reality and human action will be explored. Detail of the 
theoretical and methodological stance adopted in this 
research is elaborated in Chapter 3. Following the 
symbolic-interactionist stance, Chapter 4 reports the 
interrpetive process the respondents engaged in defining 
their health situation. Besides medical action, other 
‘remedies‘ and changes in everyday life will be described. 
Apart from managing one's symptoms, strategies employed in 
14 
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Chapter 2 - Literature Review 
TWO BROAD PARADIGMS IN THE STUDY OF HEALTH Sc ILLNESS 
The Positivist Paradigm 
Traditionally, the process of becoming ill is thought to be 
a clear-cut situation. That is, a majority of people are 
expected to perceive themselves to be healthy while a 
minority of others are aware of symptoms if occurred, 
indicating body malfunctioning or disorder. In other words, 
the relationship between an individual and his body is 
unproblematic. Upon realization of sickness, people are 
expected to seek medical help. Research then is centered on 
the utilization of medical services. 
The kind of study on illness behaviour can take the 
form of what others have termed as the ‘individualistic‘ and 
‘collective‘ model (Dingwall, 1976). With individualistic 
approach, health or illness behaviour is thought to be 
associated with personal characteristic such as sex, age, 
ethnicity, social background and psychometric assessment 
like anxiety. For example, in Kosa and Robertson‘s study 
(1969), ‘anxiety‘ is seen as a significant factor in 
explaining variations in people‘s illness behaviour. 
The Health Belief Model (Becker, 1974) is another 
classic example of placing emphasis on individual 
characteristic. Cockerham (1989a) classified it as a socio-
psychological model designed to account for the ways in 
which healthy people seek to avoid illness. According to 
16 
this model, an individual takes preventive action to avoid 
certain disease due to his perception that he is susceptible 
to it and in fear of its occurrence which may bear certain 
severe personal implications on his life. 
The collective approach sees individuals as placed in 
the nexus of a balance of social forces and explanation of 
one's behaviour comes from those forces impinge on them. 
One noted example is Zola‘s (1966) series of studies on the 
illness behaviour of different ethnic groups in the Boston 
area. He found out five non-physiological triggers that led 
people to medical consultation. They are (1) the occurrence 
of an interpersonal crisis； (2) perceived interference with 
social or personal relations； (3) the sanctioning of the 
sufferer‘s condition by others； (4) perceived interference 
with vocational or physical activity； and (5) a sudden 
change in the normal symptomatology. Zola argued that the 
effective trigger was related to the ethnicity and 
educational level of his respondents. Cultural influences 
on the perception, presentation and management of illness, 
are the central themes of Zola‘s studies, which are 
explanations to ethnic variations of illness behaviour. 
•<)-� 
Regarding the five triggers, it was concluded that Italians 
were more susceptible to the first and second； Irish to the 
third; Anglo-Saxons to the fourth and fifth. 
Regardless of the approach of the study, Dingwall 
(1976) has launched a number of criticisms towards them. 
17 
Firstly, both approaches follow a methodology that is 
modeled on that of the natural sciences. Underlyingly, it 
assumes that social phenomenon are no different from natural 
phenomenon. By causal explanation, lawful relationships are 
to be found. By so doing, individuals‘ meaning to action is 
either taken for granted or neglected altogether. These 
criticisms are typically against the positivist approach to 
the study of human action. 
Some studies are ‘positivist‘ in methodology, in terms 
of taking a quantitative-variable approach in understanding 
illness related, behaviour； though subjective factors are 
included in their models. Subjective factors are those 
attempting to investigate how individuals personally 
perceive certain signs, symptoms or seriousness of the 
problematic experience. One classic example of this type of 
model is Mechanic's revised concept of illness behaviour 
(1968). He summarized ten variables listed in other studies 
to develop a general theory of help-seeking behaviour.^ As 
pointed out by Locker (1981:ix), Mechanic‘s main 
1. They are (1) the visibility, recognisability or 
perceptual salience of deviant signs and symptoms； (2) the 
extent to which the symptoms are perceived as serious； (3) 
the extent to which symptoms disrupt family, work and social 
activities； (4) the frequency of the appearance of deviant 
signs or symptoms； (5) the tolerance threshold of others; 
(6) the available information, knowledge and culture 
assumptoms and understandings of the sufferer; (7) basic 
psychological needs that lead to denial； (8) other needs 
competing with illness responses； (9) competing 
interpretations that can be given to the symptoms once they 
are recognized； and (10) avialability of treatent resources, 
physical proximity, and psychological and financial costs of 
taking action. 
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preoccupation was with practical problem-solving as the 
study of illness behaviour is to find out patterns of 
medical service utilization in order to evaluate and arrange 
for more efficient medical care. The studies generated by 
this concept have been confined to the identification of 
socio-demographic and socio-psychological variables which 
influence help seeking behaviour. 
Parson‘s Sick Role 
Society is analyzed as a social system constituted by roles. 
The role expectation for a sick person involves two rights 一 
two duties. The two rights also includes exemption. 
Fi，rst'ly, the sick person is exempt from ‘ normal ‘ social 
roles and responsibilities• Secondly, the sick person is 
not responsible for his or her condition. An individual‘s 
illness is usually thought to be beyond his or her own 
control. That is to say, he or she is not to be blamed for 
falling sick. The two duties include firstly, the sick 
person should try to get well. He or she has an obligation 
to do so. Secondly, the sick person should seek technically 
competent help and co-operate with the physician. 
^ � 
There are many positive and negative comments towards 
the theoretical and political implication of the sick role 
concept which has dominated the field of medical sociology 
since the 1950‘s. Yet, during late 50‘s Parsons systems 
approach to understanding society and integration of 
deviants as solution to social problems gradually lost its 
19 
attractiveness and was denounced as conservative. Turning 
into the 60' s, there emerged a new image of man as personal 
freedom and the rights of the disenfranchised were 
emphasized and hailed in social movement say for example the 
Civil Liberties Movement in the United States. On a larger 
level, there witnessed the upsurge of a more ’humanistic, 
sociological perspective - that of symbolic-interactionism. 
This social and political atmosphere also found its parallel 
across the Atlantic. In the field of medical sociology, 
there is a corresponding change in research focus. 
The Shift To The Interpretive Paradigm 
During the 50，s, morbidity survey in the U.K. showed that 
medical services might not be fully utilized especially 
^ among the socially deprived. There was an increasing 
realization that there were a number of non-medical factors 
influencing patient perception of symptoms and decision to 
seek medical 
care. Gradually, focus of medical research 
.shifted to the topic of ’underutilization'. Issues like why 
people with symptoms of disease such as cancer and heart 
problem delay in seeking medical help become popular. This 
in a way turns researchers' attention to studying illness-
related behaviour from the perspective of the ‘sufferers‘. 
In short, this change in focus takes place at a number 
of inter-related levels. Firstly, there has been a change 
from the emphasis of the need to explain or account for the 
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problem surrounding utilization of service to an emphasis on 
the question ‘What is illness?‘； ‘How people define when 
they are ill? ' Help-seeking behaviour is viewed as one 
response to the problematic experience of illness. 
Secondly, the shift is characterized by a change in 
research orientation. As West (1979) put it, the research 
objectives are not to identify social and psychological 
variables that stop the patient from doing what he ought to 
do； but direction is turned to view the person as a 
‘conscious, reflective actor engaged in the process of 
making sense of various kinds of body changes within the 
framework of his own "lay" knowledge‘ (West, 1979). 
% 
The Interpretive / Humanistic Approach 
This is a very broad and loosely-linked group which includes 
different theoretical perspectives such as that of the 
Weberian, phenomenological, ethnomethodological and 
symbolic-interactionist. Morris (1977) calls this the 
‘Creative Sociologies'. Though they are very different on 
theoretical and methodological ground, they share two key 
assumptions. 
Firstly, ‘ human beings are not merely acted upon by social 
facts or social forces‘ but ‘are constantly shaping and 
"creating" their own social worlds in interaction with 
others‘. Secondly, that ‘special methods are required for 
the study and understanding of these uniquely human 
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processes‘ (Morris, 1977:8). These approaches belong, in 
other words, to what has been referred to as the 
‘subjectivist‘ tradition of social inquiry in contrast to 
the •objectivist• or ‘positivist‘ tradition (Benson & 
Hughes, 1983:37). 
As mentioned above, the positivist approach to the 
study of health and illness lacks an understanding of 
meanings in action which is highlighted as the most 
‘ \ 
important criterion differentiating human action from animal 
behaviour. There are yet different traditions within the 
broadly-termed interpretive approach. They are for example, 
ethnomethodology which follows Garfinkel‘s (1967) interest 
in the everyday practices through which members make visible 
the orderly character of social relations； interactionism 
along the lines of Weber and Mead, ethnography and etc. 
Yet, overall speaking, they present a sharp break from the 
positivist view to understanding human action. In short, it 
is believed that human meanings in action is tied with one's 
own complex body of knowledge and beliefs which is in turn 
closely linked with one's social and cultural context. 
^ � 
This point is well said in Halfpenny's description of 
interpretivism: 
in contrast with the sharp distinction drawn between 
concepts and explanatory hypotheses within the 
positivist approach, in the interpretive approach 
‘understanding‘ the actions and interactions of 
respondents, by virtue of grasping and comprehending 
the culturally appropriate concepts through which 
they conduct their social life is the way in which 
explanation is achieved. (1979:808) 
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Locker (1981) also provided a precise summary to 
contrast the basic differences between the positivist and 
interpretive approaches. The former, as represented by 
Parson‘s sick role and Mechanic‘s illness behaviour 
concept, Locker writes, ” treat social phenomena as 
entities having an existence apart from the consciousness 
of the actors who engage in or are influenced by them, 
and/ or see social action being shaped by forces external 
to and outside the control of the individuals concerned" 
(1981；x). The alternative position, he argued is to see 
social reality as constructed out of the interpretive and 
definitional work employed by actors; and social actions 
are thus formulated. 
The agenda for one holding the interpretive approach 
to the study of health and illness thus involves: how 
health ideas or beliefs are originated, sustained in 
everyday living; and the way structural and cultural 
elements shape them (Calnan, 1987). In the following 
section, three popular topics within the interpretive 
paradigm are to be reported: lay health belief, 
interpretation of symptoms and help-seeking behaviour. 
Lav Health Belief Versus Medical Knowledge 
One recent example employing this approach is 
attempted by Cornwell (1984) which takes the form of an 
ethnography. In the study, she examines how the social 
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and economic circumstances in East London shape people's 
health belief and action. In essence, people perceive 
their illness experience in context with their employment 
position in the sexual division of labor, and their past 
experience of health and welfare (1984:134). 
Moreover, Cornwell argues that lay health belief is 
not totally dominated by medical knowledge as the 
medicalization thesis asserts. Instead, the former is 
shaped by the latter and inevitably changes over time. 
Medicalization is understood in the sense of how medicine 
and medical ideas come into different spheres of the lives 
of ordinary people. 
In the study, respondents‘ public accounts are 
distinguished from private accounts. Public accounts are 
people‘s answers to questions asked formally about 
themselves and others. It is found that people tend to 
give what the community defines as the ’right' answer and 
in many cases, they are consistent with that of the 
medical profession. Private accounts, on the contrary, 
are stories told by respondents when asked to describe 
their own experiences. Answers to this kind of request 
give cues to people‘s actual experience and how they 
perceive and explain them. Data show that in certain 
areas such as events related to normal life cycle like 
menopause, people still hold their own belief and 
perception though they are nevertheless informed by-
studies carried in the medical scientific community. In 
24 
• 
short, she argues that it is not true to believe that 
medicalization has taken its full impact and penetrates 
into every aspect of individual life. 
Interpretation Of Symptoms 
When people are asked to keep health diaries of daily 
symptoms over a period of time, quite a large proportion 
of people drop out of the study as they complain that the 
exercise makes them feel ill. Armstrong (1983:5) argued 
that the reason that the process of .bringing into 
conscious awareness of one's body changes generated a 
feeling of illness is entirely due to changes in 
perception. This is not just to infer that some symptoms 
are being conscious of and others are not； but that it 
seems that bodily changes are both perceived and 
interpreted at the same time. 
Armstrong continued to argue that symptoms and ill-
health are not therefore biological phenomena 一 as they 
are so often believed to be. Symptoms are percepts； they 
are mental constructs. There may be biological changes in 
the body but the processes of experiencing symptoms and of 
feeling ill are primarily psychological, that is, put 
simply, they are a product of individual psychological 
functioning. Such functioning depends on the existence of 
various stimuli from the social world that the person 
receives. Being part of a symptom survey, going home in a 
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war or feeling anxious about an operation all involve 
using meanings which ultimately derive from the social 
rather than the biological milieu. 
Decision-making Process - Seek Medical Help Or Not? 
Theoretical model of illness behaviour developed by 
Fabrega (1974) and Dingwall (1976) provide useful 
framework for approaching the study of illness behaviour 
and especially ways in which the decision-making process 
occurs. 
In each of these studies there appears to be a tacit 
aeceptance that man's ability to evaluate, interpret and 
define the meaning of his world and the world of others 
will be influential in the course of action that he 
follows. While the writers are not talking about ‘causal‘ 
influences on action, they do explain illness action in 
terms of the antecedents of the action (Locker 1981)• 
Fabrega places more emphasis on the kind of 
information an ill person has to process before arriving 
far a decision. For Fabrega the person monitors 
happenings and processes through four open and interlinked 
systems:biological, social, phenomenologic and memory. 
Fabrega outlines a 9-stage process through which a person 
passes in decisions to seek help and treatment. The 
actual decision-making process is governed by the 
principles of traditional economics and elementary 
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decision theory. People are basically rational and they 
will evaluate an instance of illness using the principles 
of cost—benefit analysis, and will thus reach a decision 
regarding the optimal action that might eliminate the 
illness. 
Dingwall (1976) , unlike Fabrea, does not base his 
decision-making model on cost-benefit analysis. Instead 
emphasis is put on whether the disturbance does or does 
not interfere with the maintenance of one's identity as a 
normal person. That is, if the disturbance affects the 
person‘s presentation of himself as a normal person, he 
. will seek medical help. The identification and 
interpretation of symptoms, according to Dingwall, is in 
context of a framework of lay health knowledge which is 
intrinsically different from official medical knowledge. 
Actually how one, uses his own knowledge and understanding 
to distinguish symptoms as ‘normal‘ or ‘abnormal‘ is not 
clear and Dingwall argues it should be topic for further 
research. He also suggests that this decision-making 
process involves others and many times significant others 
of the person. They are usually family members, friends, 
neighbors and etc. 
In other words, Dingwall (1976) focuses on the 
cognitive stage, which involves decisions about what to do 
about the problematic experience. The sufferer and 
significant others have the options, at least in theory, 
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of ignoring the problem, of waiting and seeing what 
develops, or deciding to do something about it that might 
involve self-treatment or seeking outside help. 
Cowie (1976) adopted Dingwall‘s general theoretical 
perspective to study how a group of cardiac patients 
evaluated and responded to signs and symptoms. He found 
that their responses were contingent with the context in 
which pain was experienced. When pain occurred in a 
sudden, acute and unexpected manner, patients were more 
likely to perceive the need for urgent medical attention. 
However, most of the people he interviewed initially 
applied a common-sense lay explanation of the symptoms. 
Yet, when this goes beyond the patient or his significant 
others' account of the problem, medical help would be 
sought. 
Robinson (1971) used an exchange theory perspective 
with the framework of cost-benefit analysis to account for 
illness action. 24 families in South Wales were studied. 
In this it was found that decisions to seek medical help 
occurred when families were uncertain about what was wrong 
and did not know how important the signs or symptoms were. 
Locker‘s (1981) study showed that under unclear 
situation in one's interpretation of symptoms, some 
respondents sought confirmation from medical consultation. 
When respondents were unsure about the seriousness of the 
symptoms, they would wait and see. In these instances 
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they used their typifications about the ‘reasonable‘ 
duration of certain symptoms and possible action to take 
when necessary. Besides the cognitive aspect involved in 
interpreting one's problematic experience and defining 
what is illness； Locker highlighted the interactional 
context upon which the interpretation process takes place； 
which then ‘rational‘ actions are followed. 
STUDIES ON STIGMATIZED PATIENT GROUP 
Goffman (1963) wrote an analysis on the management 
strategies of different stigmatized group such as the 
homosexuals, physical handicapped, prostitutes, mental 
， —'' 
patients and etc. They are generally described as having 
a spoiled identity. One helpful concept is the 
distinction between the ‘discredited‘ and the 
'discreditable'. A discreditable refers to "the 
stigmatized individual who assumes his differentness is 
neither known about by those present nor immediately 
perceivable by them" (1963:14). That is to say, they are 
without any physical or observable stigma； while the 
‘discredited‘ assumes his differentness is evident on the 
spot. 
A discredited patient has limited options as the 
stigma is present for all to see. For the discreditable, 
he has better chances to keep the stigma hidden. 
Different management strategies have been identified in 
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Goffman's book (1963). 1) Passing: A discreditable can 
try to pass as normal. This has a cost of psychological 
tension as he is at the risk of exposing his true 
identity. 2) Covering: control information about his 
identity is one way. 3) Withdrawal: avoiding social 
contact or situation which may bring the stigma to the 
open. 
Related to this is Scambler & Hopkins‘ conception of 
‘felt stigma‘ versus ‘enacted stigma‘ (1986). For the 
discreditable, as they are not directly recognized out of 
appearance, they suffer from ‘felt stigma‘ more than 
•enacted stigma‘. The latter refers to any actual 
e5^)erience of being stigmatized which is more frequently 
encountered by the discredited. Felt stigma was found to 
have created more disruptive effects on the epileptic 
patients in U.K. than enacted stigma (Scambler et al. 
1986). 
Regarding the epileptics, Schneider & Conrad (1981) 
in U.S.A. found a different pattern of adjustment or 
management of their stigmatized identity. Based on the 
foj.lowing themes, patient adaptation were classified. The 
themes are: (1) the extent to which epilepsy is seen as a 
stigmatizing condition； (2) the importance of keeping 
one's diagnosis secret; (3) the extent to which successful 
strategies of controlling the impact of epilepsy have been 
developed； and (4) the degree to which epilepsy is seen 
as disruptive of one's life. Basically, two types of 
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adaptation were coined: the adjusted and unadjusted. With 
the adjusted type, there are subgroups of the pragmatic, 
secret, quasi-liberated type； and unadjusted adaptation 
with a subgroup of the debilitated type. 
STUDIES ON MENTAL ILLNESS 
1) Medical Model 
Western Medical Model 
As time goes by, the etiology of mental disorder changes 
from a religious dimension to that of physiological, and 
'mental'. As summarized by Cockerham, (1989b:70) "the 
medical model view mental disorder as a disease or 
disease-like entity that can be treated through medical 
means such as drug therapy, electroshock therapy or 
psychosurgery. Following this approach basically 
developed by physicians, mental sickness is treated 
somewhat like physical sickness. Though it is not totally 
acceptable within the Western medical circle that all 
psychiatric conditions can be understood as caused by 
physiological factors, the medical model still dominates 
the field of psychiatry. 
( � 
Traditional Chinese Medical Belief 
The theoretical basis of mental disorders according 
to the traditional Chinese medical belief lies in the 
psychosomatic integration of an individual. That is to 
say, there is a close relationship between the 
psychological and physiological functions of a human body. 
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Hence, each of the five major emotions has a corresponding 
internal organ. In simple terms, happiness is in the 
. heart； anger is in the liver, worry is in the lung； fear 
is in the kidney; and desire is in the spleen. Since the 
emotion is ‘tied‘ with the physiological organ, any 
disturbance or imbalance of either party would 
correspondingly upset the functioning of the other. High 
value is placed on the keeping of harmony and moderation 
of one's emotions or affective expression. However> when 
physiological imbalance occurs, treatment is to be sought 
through physiological or medical intervention rather than 
psychological avenues. As a result of this mind-body 
perspective, the conception of what the Western medical 
system terms ‘psychiatry‘ does not have a corresponding 
place in that of the Chinese (see Lin, 1985). 
2) Symbolic-interactionist Perspective 
Deviance and Labeling Theory: 
Lemert (1951) distinguished the concept of primary 
deviance from secondary deviance. Primary deviance refers 
to the actual passing of a status or label to certain 
behaviour； whereas secondary deviance relates the 
subsequent ‘deviant‘ behaviour as conforming to the label 
avowed. 
Becker (1963) held that deviance is to be seen as a 
form of rule-breaking. That is to say, what constitutes 
deviance is not the quality of the act itself, but what 
the people around (or audience) define as norms and thus 
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its violation as deviance. 
Labeling Perspective as Applied to Psychiatric Illness 
From Lemert‘s categorization, assigning a medical 
diagnosis like affixing a mental illness label is a 
process of identifying primary deviance. Szasz (1962), 
echoing this view, strongly asserts that mental disease 
does not exist in the same way as organic disease. The 
former, is but a "myth" and the basis of judgment is not 
medical/ biological but social, psychological or 
political. Secondary deviance, in the case of mental 
illness refers to a diagnosed mental patient acting as a 
stereotyped one due to the social pressure impinged on him 
as—,a consequence of being so labeled. 
Scheff (1966) following Becker‘s distinction between 
deviance and •rule-breaking•, continued to argue that 
mental illness but an incidence of ‘residual rule-breaking 
or residual deviance‘. In his words, 
The culture of the group provides a vocabulary of 
terms for categorizing many norm violation: crime, 
perversion, drunkenness and bad manners are familiar 
examples, Each of the terms is derived from the type 
of norm broken, and ultimately, from the type of 
( behaviour involved, After exhausting these 
categories, however, there is always a residue of the 
most diverse kinds of violations for which the 
culture provides no explicit label... and which, 
therefore, sometimes lead to the labeling of the 
violator as mentally ill (1966:34, my own emphasis). 
Scheff ‘s analysis of mental illness from a rule-
bre caking has been strongly disputed by Gove as Schef f 
explicitly states that the societal reaction is the single 
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most important factor in the stabilization of mental illness 
(Scheff 1966:54). 
Goffman (1961) In his famous book titled Asylum, 
proposes a conceptual tool to analyze mental patient. He 
applies the term ‘career‘ to distinguish three main phases 
of a mental patient, namely: prepatient, inpatient and 
postpatient. 
As the three phases suggest, Goffman‘s mental patient 
career points to the path of hospitalization. In his words, 
"And until the point of hospitalization is reached, he or 
others may not conceive of him as a person who is becoming a 
mental patient" (1963:134). In other words, Goffman seems 
to imply that the label of mental patient is not passed 
until one actually enters a mental hospital. In the present 
study, our respondent's out-patient identity does not fit 
the career model as only a small proportion of the out-
patients end up in psychiatric wards. With regarding to the 
‘prepatient‘ analysis, Goffman focuses on the process of 
bringing the person to the door of psychiatric hospital. As 
妙 � 
a result, the moral aspect of the patient‘s career closely 
linked with his experience of abandonment, disloyalty and 
embitterment is highlighted. Other conceptual tools like 
agents, agencies and etc. are introduced to shed light on 
one's passage from civilian to patient status. 
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His concern and analysis are in context of his interest 
in understanding what he calls ‘total institutions‘ and in 
this case mental hospitals. When putting back in historical 
context, since the 60‘s in U.S.A. the impact of social 
control has aroused much attention. Not surprisingly, with 
the new thrust coining from symbolic interactionism, 
attention is directed towards both the process and agents of 
social control. On the other hand, mental health service in 
the early 60‘s of U.S.A. fell heavily on institutions like 
mental hospitals. This trend has been shifted to the level 
of community since the 70‘s in the process called 
‘deinstitutionalization‘. 
Crdticism of the Labeling Perspective 
The labeling perspective starts with a critical analysis of 
the powerful professional group (like medical staff or 
police) which exerts overwhelming pressure on individuals. 
Yet, they seem to put man under the total mercy of the 
labelers. Or put differently, they seemed to endorse an 
over-socialized conception of man (Quadagno & Antonio, 
1976). 
(� T h o i t s (1985), drawing on symbolic-interactionist 
assumptions, attacked Scheff‘s (1966) labeling theory of 
mental illness for not able to give satisfactory account for 
voluntary treatment seeking or for short episodes of 
disturbance. Analyzing milder mental illness, what she 
terms as neuroses and adjustment disorder, Thoits argues 
that individuals self-label as they observe and classify 
35 
their behaviors, thoughts and feelings from the perspective 
of the wider community. Upon identifying their persistent 
or recurrent emotional deviance, individuals attribute 
psychological disturbance to themselves, which in turn will 
motivate help seeking (1985:243-244). 
Thoits‘ study brought the mechanism of "self-label" to 
fill the gap between primary and secondary deviance. 
Insisting that her model of emotional deviance is grounded 
from the study on neurotics, her findings bear some 
implication for the present study. It brings to my 
attention that among neurotics self-attributions of physical 
illness may be made first, leading individuals to physicians 
rather than to mental health professionals for initial 
treatment. Mechanic (1968) also wrote of self-attribution 
of sickness precedes attribution of psychological 
disturbance. This also leads the study to examine the role 
of emotion and cognition in influencing the identification 
or definition of psychiatric illness. 
As identification and definition of psychiatric or 
psychological disturbance in Hong-Kong-Chinese-medical 
context is studied, this has essential implication: 
1. Structural constraint: the medical referral system 
restrains individuals from receiving public psychiatric 
treatment directly. 2. Cultural characteristics: The 
traditional Chinese medical system, views individual health 
as a holistic system, unlike the Western medical model which 
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distinguishes the mind and the body. Psychiatry does not 
have an equivalent place in the former as its counterpart in 
the latter. Placed under a mixture of medical systems, it 
would be interesting to investigate the lay health belief 
especially those who are under psychiatric treatment to see 




Chapter 3 - Theoretical Perspective and Research Procedure 
THEORETICAL PERSPECTIVE 
In the present study, an ‘Interpretive‘ theoretical 
perspective, drawing mainly from the symbolic-interactionist 
and phenomenological tradition is adopted. In this chapter, 
a brief description of these perspectives with special 
reference to its understanding of social life is attempted. 
Its application on the present researched topic, that of 
illness management, is then to follow. Lastly, the data 
collection method and background of the respondents will be 
presented towards the end of this chapter. 
Symbolic Interactionism 
Symbolic Interactionism is not a unified perspective as such 
as it does not represent a common set of assumptions and 
concepts accepted by all those who practise the approach 
(Cuff & Payne, 1979) . Its development draws heavily upon 
Mead's concept of "self" (1934) and Cooley's theory of the 
"Looking-glass Self" (1964). A summarized account of the 
perspective is attempted below. 
(.Social action takes others into account through the 
•self' which is able to take an imaginative view of their 
interests, possible reactions and circumstances into 
account. An actor learns to construct his or her own ’self’ 
and those of ‘others‘ through interactions with those 
'others'. In this way, individual action cannot be 
mechanical but . must be seen as the mutual creation of 
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interacting 'selves’. It was this insight which, in one 
form or another, provided the basis for the symbolic 
interactionist enterpirise. Symbolic interact!onism, then, 
gives pride of theoretical place to the inteirpretirig social 
actor and, thus, commits itself to a method of enquiry which 
emphasizes the actor‘s point of view and which concerns 
itself with elucidating the meanings and understandings 
actors themselves use to construct their social world. In 
particular, everyday interaction is of prime interest. 
Through these interactional processes the social world is 
constructed via meanings imparted to objects and people 
around them and the symbols used. 
Some meanings may remain stable over time, but 
frequently they must be worked out and negotiated at the 
• time for organized joint action. Interaction, and the 
social patterning that results, is seen as a negotiated 
order, a temporary, often fragile thing created by meaning 
attributing, interpreting beings, interacting through time. 
The symbolic interactionist is right in focusing on the 
subjective meanings social actors impute on actions. This 
n � is what concerns the Weberians at heart. Yet, the 
/ 
interactional processes they pointed out has not been fully 
explained as what actually constitutes the interpretive 
mechanisms that enables social reality constructed. The 




For Schutz, meaning has to be constructed； it is a property 
of interpretative procedures and is not an immanent feature 
of social objects themselves. Every individual approaches 
his world with ‘a stock of knowledge at hand', which 
includes such things as beliefs, expectations, rules and 
norms, etc. by which we interpret the world. The stock of 
knowledge is formed by our experiences and by the socially 
preformed knowledge we inherit, and is constantly being 
tested, refined, modified, and altered in the course of our 
lives. However, although this knowledge is under continual 
ctenge, overall it is structured through common-sense 
constructs with which the individual approaches the world 
moment by moment. These ’typifications• organize our 
impressions, at the start, into objects, events and 
categories and so structure our experience. Systems of 
typifications is organized into a series of recipes. That is 
to say, in social life, one can discover typical actors 
facing typical problems, and meeting them with typical 
/ * solutions (Locker, 1981:11). 
•o. � 
Another characteristics of this stock of knowledge is 
that it is also possessed by others in the society. Only 
because of this which makes reciprocal interaction processes 
possible. This phenomenon can be understood as the 
‘intersubjective‘ aspect of social life. Due to the 
intersubjectivity element of social life, social order is 
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possible. This is achieved as a result of a shared upon 
conception of social reality. 
Because an individual‘s stock of knowledge is 
inconsistent and incomplete, meaning construction is always 
potentially problematic. Where the interpretive scheme 
available is insufficient to make sense of or identify a 
given object, its context may be invoked and may furnish the 
grounds for imputing status and significance. In some 
cases, however, doubt remains and the definitions that are 
constructed are not employed with any degree of certainty 
(Locker, 1981:12). Meaning construction takes place within 
‘actual and potential interaction with others‘ (Douglas 
- 一 ？ ~ • 
1974). This on one hand, adds a social dimension to meaning 
construction； hence, implying the part of ‘co-interactants‘ 
on the other. 
The goal of social science is then, understanding the 
social reality as experienced by social actors in their 
everyday lives, and if that life is characterized by the 
intersubjective context in which common-sense interpretation 
takes place, then a scientific understanding of the life 
world requires categories and constructs adequate to 
explaining theses everyday constructs. That is to say, 
Schutz argues that the constructs of social science should 
be that of a second level which is based/ grounded on the 
social actor‘s meaning (i.e. the first level). It is 
pointed out that these second level constructs are closely 
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akin to Weber‘s ‘ideal types'; artificial devices or models, 
which bring the intersubjective world into view (Benson & 
Hughes, 1983:53). 
This issue as phrased in Weber‘s terms is: Verstehen 
becomes a first order process by which we all interpret the 
world and also a second order one by which social scientists 
interpret and understand the first order process. The 
‘ideal types‘ of the second level become ways of 
characterizing the typifications used at the first level in 
making everyday interpretations. 
Reflexivity 
Regarding this special process of understanding social 
life, or put differently, interpreting social phenomena, the 
concept of "reflexivity" is a helpful reminder (Hammersley & 
Atkinson 1983). While writing on the principles of 
ethnography, the authors drew our attention on the two 
extremes of social research methods, that of positivism and 
naturalism. Both of them share the view that social reality 
objectively exists and is distinctly separated from those 
stUdy them. The "reflexive" character of social research 
refers to the fact that researchers are part of the social 
study they study (1983:14). This point is seriously missed 
both by positivists and naturalists. 
The positivist tries hard to minimize the effect of 
researchers on the results by standardizing procedures and 
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thus likely influence of individuals on the study results. 
The naturalist, by contrast, hopes to take that away by 
obtaining first-hand experience of the environment or 
culture studied. In extreme form, the researcher may be 
required to "surrender" himself to the culture he wishes to 
study (1983:14). 
• The writers argued it is wrongly treated. The very-
fact that researchers are part of the social world they 
study makes it implausible to found social research upon 
epistemological foundations independent of common-sense 
knowledge (1983:17). Hence, while not attempting to 
eliminate the effects of the researcher, one would rather 
attempt understanding them. Or, since researcher cannot be 
assumed to be ‘a fly on the wall‘, his ‘participation‘ or 
‘interference‘ should be taken or seen as a ‘research 
instrument‘ par excellence. Applying this concept to the 
present study, it implies that the researcher, on one hand, 
should not and cannot "empty all her ideas about everyday 
conception of mental illness" as herself is also an ordinary 
member in the society. Practically, this means that she 
needs to be aware of the "sensitive" issues like the word 
"psychiatry", and tacit stigma of attending psychiatric 
clinic. In meeting with the respondents, the researcher is 
also aware of using wording as employed by them and then 
"probed" for further explanation if necessary. Whether it 
is necessary or not is not merely confined to the domain of 
the research interest. It is also a judgment drawn from the 
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researcher‘s common-sense understanding as she also 
functions as a ‘competent actor‘ in social life. 
SUBSTANTIVE ISSUES IN THE PRESENT RESEARCH 
Equipped with the interpretive approach outlined above, the 
present research takes on the following basic assumption: 
people are capable of interpreting, evaluating and making 
sense of various kinds of body changes within the framework 
of his own "lay" knowledge. Seeking medical help is only 
one possible course of action to be taken. In the actual 
process of managing one's illness, on-going interactions 
take place with both professional as well as significant lay-
people ' around the patient. 
Managing the Symptoms: 
Definition of Health Situation & Action Employed 
This involves a cognitive process, which in turn includes 
how one comes to recognize, interpret and define his health 
situation upon the "occurrence of symptoms“. In addition, 
this is taken as a dynamic process, taken place in 
int^eractional context with people and usually significant 
others around an individual. Action, both medical 
(psychiatric or not) and non-medical courses are seen as 
"rational" options employed. Rational, not necessary in the 
economic sense of maximization of benefit with minimization 
of cost; but more what they themselves understand to be 
appropriate. 
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It is agreed with Locker (1981) here that possible 
influences on the process of interpretation of meaning and 
action are the nature of the problematic experiences with 
which an individual is faced and the nature of the situation 
within which they occur. Hence, at least the following 
components in the process of definition are brought to 
attention, the interplay of which is seen to be a "realistic 
reflection of one's social reality": cognitive 
interpretation, situational context, and influence of 
significant others. 
Managing the label: coping with the stigma 
Borrowing the differentiation by Goffman (1963), the 
psychiatric out-patients studied here are ‘discreditable‘ 
not 'discredited‘. Keeping in line with the interpretive 
perspective adopted, our respondents, again, are seen to be 
capable of actively interpreting her own health situation 
and identity of being a psychiatric out-patient. Her 
cognitive process of interpretation is also taken to take 
place upon one's interactional context, drawing on her stock � . 
of knowledge and typification to construct an "acceptable" 
reality for herself. 
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RESEARCH PROCEDURE 
A Retrospective Account • 
Focused interview with psychiatric out-patients is the 
method employed here. This is a retrospective study in the 
sense that the respondents were given the chance to reflect 
on their illness experience which took place and lasted 
between 6 months to 18 years ago. In this way, the 
information collected is unlike those obtained from other 
studies on lay health belief (see for example, Locker 1981, 
Dingwall 1976). In the latter kind of studies, respondents 
were asked to keep a health diary and during the interview 
period, any encounter of problematic experience, was 
followed up and studied. The time lag was then minimized. 
One may suspect that since this is a retrospective 
study, asking patients to ‘explain‘ how they perceive and 
manage their stigmatized disease, implying that respondents 
are highly likely to 'rationalize’ their behaviour in one 
way or another. Hence, doubt will be cast on the "validity" 
of the research findings. It is argued that with the 
interactionist theoretical stance adopted here, the 
retrospective accounts are worth studying for the following 
reasons: 1) the very process or mechanisms these women 
employed to define their need of public psychiatric 
treatment, which itself is a stigmatized action, is of 
theoretical interest and bears practical implication for 
community mental health programs； 2) the incidents of 
changing definition of their situation and action highlight 
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the dynamics of interplay of components mainly that of 
cognitive interpretation and influence of significant others 
and situational context. If seen from a variable approach, 
components in this process can be taken as independent 
variables competing for effect over their consequent 
behaviour like the choice and length of (non)treatment. 
Making Contact 
In 1990, a survey was conducted by the Department of 
Psychiatry on the active cases of their out-patients, in-
patients , and day-patients• Through this data base, basic 
socio-demographic (like sex, date of birth) and clinical 
information (like diagnosis drugs taken) were obtained. 
Approximately 500 active cases at the Out-patient Department 
were surveyed. From this, using the DSM-III classification, 
patients suffering from various disorders (including what 
generally known as psychoses and neuroses) were identified. 
As the present study aims to confine to minor mental 
illness, cases of psychoses like schizophrenia, bipolar 
disorder and other disorders were excluded. As a result, 
there were 40 cases from anxiety disorders (anxiety state ( � 
and anxiety neurosis according to the ICD-9)； and 49 from 
dysthymic disorder (neurotic depression according to the 
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ICD-9). 1 
Their names, contact telephone numbers and address were 
accessed with the consent of the psychiatrists at the Out-
patient Department and the kind approval from the Head of 
the Department.^ Two letters, one undersigned by the 
researcher and one by the Department of Psychiatry, Chinese 
University of Hong Kong were sent to the "prospective 
respondents". In which the identity of the researcher and 
purpose of the present research were briefly explained. The 
researcher‘s contact telephone number was also included. 
Some respondents took the initiative to call back to arrange 
for an interview. Others were contacted by the researcher 
especially for those who were no longer attending the OPD at 
that point in time. • 
Initially, a comparison by diagnostic categorizes was 
considered. Therefore, both the anxiety and dysthymic 
groups were contacted. Yet, due to the limitation of time 
and human resources, during the course of interview, it was 
decided to "control“ variables like sex, and marital status 
and to concentrate on one group. Hence, only married 
( � 
1. In this survey, all case psychiatrists were recommended 
to follow the DSM-III system to report the diagnosis detail 
of the patients. However, not all entries were standardized 
as suggested. Some still used categorizes from the ICD-9 
system. As a result, diagnoses like anxiety neurosis, 
anxiety state were grouped under anxiety disorders. 
2. The objectives and methodology were briefly presented in 
a meeting with the psychiatrists and the Head at the 
Department of Psychiatry. This helps assure the contacted 
patients of the nature of the research and guaranteed strict 
confidentiality. 
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females, diagnosed as suffering from anxiety disorders were 
contacted. By the end of March 1991, the interview stage 
had to come to a stop due to the shortage of time. Among 
the 40 anxiety cases, 24 were married women. All have been 
contacted either by mail and or telephone. Some mail was 
sent back due to change of address. Among those contacted 
by mail and telephone, they were once again asked for 
personal consent to be interviewed face-to-face. Some 
turned down. Finally, 13 anxiety-diagnosed respondents were 
successfully interviewed. 1 
Efforts were made to make sure that the "prospective" 
respondents understood the nature and objective of the 
intrerview. ^  It is because, it is fully aware that the 
process, of "interviewing" the respondents is itself a social 
encounter. Upon that specific occasion, they were given the 
chance to (re)construct the reality of the illness 
experience. From an interactionist perspective, subjective 
expectations would come into play in interacting with each 
1. One single female from the dysthymic group was 
interviewed during the early phase of the interview stage. 
The information collected was later discarded for the sake 
of homogeneity. 
2. Though the status of the researcher as a Master's student 
with the Department of Sociology, was stated in the letter, 
some contacted patients were still confused as to whether 
the researcher was a medical student, a clinical 
psychologist or even a social worker. In one incident, I 
turned down an interview opportunity as a woman phoned up 
and insisted to have me visit her home and point out to her 
husband the wrong attitude and behaviour he has towards her 
because he treated her as insane. I believe that involves a 
‘wrong‘ understanding and expectation of the interview and 
consequently declined the opportunity. 
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other. In the interview session, it was hoped that the 
nature and setting of the situation was as clearly defined 
as possible. That is, to the respondent, I meant to give 
them the assurance that the interview was an academic 
exercise and a personal learning experience for me. She was 
expected to express freely what she experienced and thought. 
At the beginning of each interview, I explained the above 
and asked for permission to tape the conversation. They 
were told that they could turn the tape-recorder off at 
whatever point of the interview, if they wanted to do so. 
They did not seem to worry about it and all interviews were 
taped.1 
Setrting for Interview 
Two home visits were made. Three were interviewed in open 
areas like the Shatin Central Park, a resting area in the 
Prince of Wales Hospital and Tai Wai. The choice of these 
location were suggested by the respondents. Others were 
interviewed at one of the consultation rooms at the 
psychiatric OPD when they returned for follow-up treatment; 
some before and some after the session. ‘ 
^ � 
Due to the limitation of time and human resources, the 
respondents were interviewed only once. The duration of the 
interview lasted from 30 minutes to over 2 hours. These are 
1. In two interviews, due to tape malfunctioning and running 
out of blank tapes, information was supplemented by note-
taking . 
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affected by some situational factors. For those interviewed 
outside the clinic setting, time is not a determining 
factor. If one is invited to go into their home, you are 
welcome to stay； for those interviewed outdoor, the 
respondents seemed to feel quite free to talk. For those 
interviewed in the clinic, though with the help of the 
nursing staff, the interviews were restricted by time; say 
it has to be finished before the closing of the dispensary 
because the respondent has to get her medication. 
Respondents 
13 psychiatric out-patients at the Psychiatric Out-patient 
Department (OPD) of Li Ka Shing Specialist Clinic, Prince of 
一 ， -
Wales Hospital were successfully interviewed between 
February and March 1991. At the point of the survey taken 
in 1990, they were diagnosed by their case psychiatrist to 
be suffered from anxiety disorder.^ 
The study is confined to married women, two of them 
were widowed. All but one women had children and were 
living with their immediate families. Their age ranged from 
30 to 60 years. T^ io of them worked full-time and at the 
same time had to manage housework. One was working part-
time . Others were full-time housewives. 11 respondents 
1. One woman was diagnosed as having ‘anxiety depression‘. 
After consulting her psychiatrist-in-charge, I was told that 
this patient exhibited symptoms of both diagnoses, and in 
clinical practice sometimes it was hard to make clear-cut 
judgment. As a result, she was also included in the sample. 
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have received some education. Two cases‘ education 
information was not found. At the point of the interview, 9 
were still attending the psychiatric OPD； 1 case was closed 
and 3 others were terminated temporarily.1 The sample 
includes fairly new patients who have been attending the 
Psychiatric OPD less than 6 months. 5 respondents have 
attended the OPD for over three years. Due to the sake of 
confidentiality, names used in this report are not real. 
Detail of each respondent is listed in Appendix D. 
Collecting Data 
The interview started by showing the researcher's 
identification and explaining the objectives of the 
research. A brief schedule was used to make sure all 
f 
necessary information was obtained (see Appendix E). They 
were such as their path to the psychiatric OPD, their choice 
of different medical treatment and non-medical ‘remedies‘. 
In most cases, phrasings like ‘What happened?‘ 'Is that so?‘ 
‘You reckon?‘ were used. I shared the similar experience as 
that of Locker (1981:20) that much of the information sought 
was contained in the lengthy accounts respondents gave. 
Only when time was a restraining factor, I would cut short 
what they were saying. Probing or clarifying questions were 
1. In clinical practice, it is termed as PRN, meaning that 
the psychiatrist approves that treatment can be terminated 
temporarily. Within a period of one year, the patient, can 
return to the clinic to re-activate his file, without being 
treated as a new case. This means he does not have to join 
the waiting list and go through initial record-taking. 
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followed when felt necessary. Nodding, utterances such as 
’ah-ha•, repeating respondents‘ last few words and silence 
were found to be useful in stimulating them to talk further. 
Analyzing Information 
The taped interviews were transcribed verbatim in written 
Cantonese. This took a lengthy time than expected. 
Information collected were then grouped under topics like 
conception of Psychiatry, path to public psychiatric 
service, role of significant others, attitudes towards 
medications and etc. Under each topic, key-words or phrases 
from each respondent were referenced. These were then 
entered on a chart, which documented respondents‘ 
information by topic. Topic card is one of the methods 
employed in analyzing information collected in qualitative 
research. (For detail, see Scambler et al., 1990) Following 
these topics, analysis was conducted. The result of this is 
to be presented in the following two chapters. 
妙 、 
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Chapter 4 一 Definition of Health Situation and 
Action Employed 
In this chapter the dynamic process a patient encounters in 
the management of her illness experience will be analyzed. 
Crucial components involved can be reviewed in the following 
questions: how does an individual come to identify 
symptoms； how does she make sense of this problematic 
experience； how does she perceive health and mental health; 
upon what situational context does that experience happen； 
and how does her significant others perceive this experience 
and etc. 
—，From the interactionist perspective, the above 
questions correspond to the following theoretical premise : 
one acts on how he/she cognitively defines the situation and 
this interpretive process, drawing on one's stock of 
knowledge at hand; takes place in context of specific 
situation and interaction with others. 
Studies on mental illness may not have neglected these 
elements or components altogether. Rather they are treated 
independently of each other. It is also important to take 
note that these components do not represent discrete 
processes occur in the order of presentation listed above. 
Instead, in reality, there is an interplay of dynamics among 
the above components. One can override the impact of the 
other. For instance, by exercising one's influence, a 
husband is found to be capable of forcing his indecisive 
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wife receive psychiatric treatment. What presented below are 
circumstances and manner under which the importance of one 
element dominates the other. 
FELT NEED OF PUBLIC PSYCHIATRIC TREATMENT 
As the study concerns about how "women with mental illness" 
manage their illness, psychiatric treatment is one of the 
ways of doing so; and definitely not the only one. Among 
the components involved in this management process as listed 
above, the subjective nature (i.e. taking it from the point 
of view of the actor as she perceives it ) is highlighted. 
This is in accordance with the interpretive theoretical 
一 — 
stance adopted. In addition, the contact with the 
respondents came from the psychiatric OPD at Li Ka Shing 
Specialist Clinic. The analysis of their management 
strategies, naturally starts with their concept of "felt 
need of public psychiatric treatment". 
In this chapter, the information on the respondents‘ 
- account of their path and reasons to public psychiatric 
treatment will be presented. This is not treated as ^ � 
something factual but result of a process of constructing 
their social reality. The experience of our 13 respondents 
will be categorized along their felt need of psychiatric 
treatment, with special reference to whether that definition 
has been changed throughout their course of illness. This 
changing element is of theoretical interest here. It is 
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because in a way it reflects the bargaining or negotiating 
nature in the construction of one's social reality. 
The focus on how respondents define their situation, 
does not directly address the issue of somatization or 
somatic presentation. Somatization refers broadly to the 
•presentation, complaint, or manifestation of somatic 
symptoms that relate to psychological or emotional problems 
(Cheung, 1985). That is because what concerns here most is 
how respondents subjectively perceive their own problem; 
whether they are of (or. a combination of) somatic (i.e. 
physical), psychological or emotional nature. Since the 
interview session is an unilateral process as the patient 
(re) construct her reality,. and the "judgment" of the 
psychiatrist is not considered. Besides, it is not the 
intention nor the interest of this study to tell whether the 
patient presented her bodily disturbance instead of 
emotional or psychological problems in medical consultation 
and the interview sessions. The judgment itself is more of 
medical concern. Debates have been launched on whether 
somatization is highly characteristic of the Chinese 
culture. 1 
一 一 — 一 “ ― 、 一 一 — 一 一 一 — 一 一 一 一 一 
1. Proponents of this view assert that the unique quality of 
Chinese somatization can be traced from two major cultural 
roots: 1) traditional medicinal beliefs characterized by 
psychosomatic integration and its implication on preference 
for physiological treatment for psychological disturbance; 
2) cultural emphasis on a situation-oriented approach to 
life with an outstanding place for harmonious personal 
relationship in order to achieve psychosocial homeostasis 
(for summary see Lin, 1985:385-386). 
Opponents to the Chinese somatization thesis argue against 
the uniqueness of this phenomenon in the Chinese culture. 
56 
Three categories of felt need has been identified: Yes 
(10 cases), No (2 cases) and not sure (1 case). The chapter 
starts with those who did not perceive such felt need for 
psychiatric treatment. 
1) Mo Felt Need for Public Psychiatric Treatment 
Clear identification of and solution to problem - other than 
psychiatric treatment 
Mrs Tse 
Mrs Tse is a 42-year-old housewife, immigrated from China 
with her husband and two daughters about 10 years ago. 
一 ？ - « 
After having an operation at the Prince of Wales Hospital on 
a lump at her breast, she requested the doctor-in-charge to 
transfer her to another specialist department for a thorough 
body check-up as she has been suffering from dizziness, 
insomnia and stomach upset. As the information of her 
problem of insomnia and history of taking tranquilizer was 
disclosed, she was recommended to consult the Psychiatric 
OPD. • 
After 2 sessions at the OPD, the case was brought to an ^ � 
end because of her husband‘s uncooperative behaviour. 
...Continued... 
Cheung (1984, 1985) in specific, points out that 
somatization has a bearing with the setting upon which the 
presentation is made； for instance the setting of a 
psychiatric clinic, and that of a general practitioner 
elicits different expectation and behaviours from patients 
(Cheung, 1985:295). 
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Interviewing the patient‘s spouse is a very common thing to 
• do in clinical practice. Yet, Mr Tse refused to come. As 
the interview goes on, Mrs Tse again and again points out 
the poor marital relationship and crowded living environment 
as the crux of her problems. This can be clearly 
illustrated in the following dialogues: When asked whether 
she needed psychiatric treatment or not, Mrs Tse explained, 
‘I don't need that (psychiatry), I don‘t. Even after 
consultation, it doesn't solve the problem... He {the 
psychiatrist) requested my husband to come with me. 
He said my problem basically is caused by him. But, 
even if he‘s willing to come, it can't solve the 
problem, we two don't have feelings for each other... 
He definitely would not come. I‘ve already asked him 
to. He wouldn't.‘ [TSE 1] 
‘The most helpful thing is not to think too much. 
Anyway, afterall the two no longer have any feelings 
towards each other. 100 square feet, 100 square 
feet, such a small area I We three live in such a 
small area. As soon as you‘re in the door you‘re up 
against them... If there's no conflict, it'd be 
quiet. But when conflict arises, it seems to become 
very noisy with the traffic outside. That really 
winds you up. Afterall, there's gotta be a quiet 
place, separate from him, then it's...' 
{Int: You reckon that's the principal problem? f 
Mrs Tse: 'Yes, basically that's, basically that‘s 
it. • 
{Int: So, if this situation is improved,I 
Mrs Tse: • I think my head will be a, lot more 
comfortable, that‘s to say, it'll gradually be so. 
< Of course, it won't just change on the day of 
separation. Afterall, I've been sick for so long.‘ 
[TSE 2] 
Mrs Tse believes that the solution to her dizziness and 
insomnia lies in physical separation from her husband. Her 
initial contact with psychiatry is a ‘mistake‘ in the sense 
that what she was expecting then was a referral to a 
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specialist unit for a thorough body check-up. At the point 
of interview, more detail information was disclosed 
regarding the technical problems involved in the application 
for a public housing unit. The scope of influence is 
outside that of psychiatry.^ 
A Change of Definition of Need : from Yes to No 
due to Change in Situational Context + Significant Others 
Mrs Tang is a mother of 3 kids, aged 36, has the habit of 
using sleeping pills to ease her sleep problem. She also 
has more than one suicidal attempts as a reaction to her 
husband‘s unfaithfulness. For the last time, she was 
admitted to the Emergency Department, Prince of Wales 
Hospital where the psychiatric OPD is attached. She 
accounted her ‘involuntary‘ contact of psychiatry as 
follows, 
'I'd taken too many pills (sleeping pills). Before 
discharged from the hospital the sister (nurse) told 
me that I need to see a psychiatrist. This came as a 
shock. I‘m not mad, why do I need to see a 
psychiatrist? The sister is very nice and said no, 
he's just a psychological doctor； ^  and generally, 
it's included under psychiatry.‘ [TANG 1] 
一 
1. The Housing Department requests a divorce certificate if 
Mrs Tse wants to be a household head and independently 
apply for a public housing unit separate from that of Mr 
Tse‘s application. Mr Tse, however, does not agree to get 
divorced or separated. Financially speaking Mrs Tse cannot 
afford to move out on her own. 
2. Psychological doctor is a literal translation from 
Cantonese. This can also be translated as a doctor in the 
field of psychology. What the nurse refers here most 
probably is a clinical psychologist. 
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The contact with psychiatry came unexpectedly and Mrs 
Tang was placed in the context or situation that she could 
not possibly say no. 
This turned out to be quite a ‘pleasant‘ first 
encounter with a psychiatrist (not a psychological doctor). 
Let him be Dr. Nice as for the rest of the interview, Mrs 
Tang continues to give him high regards as he becomes her 
personal guidance teacher and friend during the following 5 
months of consultation at the psychiatric OPD. I would 
argue that it is this amazingly good doctor-patient 
relationship that keeps Mrs Tang attending the OPD. Here 
comes her description of Dr. Nice: 
一'‘r feel he quite understands what I‘ve said, I don't 
have to go round in circles, very simply, he just 
understands my mentality. I can't say I really trust 
him ‘cause I haven‘t seen any other doctor of this 
kind (psychiatrist) before. But, at the moment when 
I first met him, I was in the hospital, I felt I 
really need somebody to help me and to care for me, 
there he came on the scene, I felt he could help me 
then. He‘s a very good interpersonal relationship, 
he always smiles... ‘ [TANG 2] 
Dr. Nice appeared in context of Mrs Tang's crisis 
situation• His 'intervention‘ was received with much 
appreciation. 
( � 
Yet, a month before the interview, Mrs Tang's case was 
transferred to be under another female psychiatrist‘s care. 
This upsets the interpersonal relationship between the giver 
and recipient of psychiatric treatment. As a corollary, at 
the very beginning of the interview I find Mrs Tang 
complaining about the "unfruitfulness" of psychiatric 
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treatment and suggesting that she might not turn up for the 
next appointment. She explained, 
‘I trust Dr. Nice most. When I came last month, it 
was changed to Dr. F. ‘cause she's new, I don't feel 
she knows me very well. According to my opinion, 
it‘s better to stick with the same doctor ‘cause it 
seems we've developed a relationship.•• For us, so-
called patients, it's not very good,... that's why 
today I don't really want to come ‘cause I need to 
take leave from work every time I come. If I come 
for somebody I confide in and trust, I think it's 
worth taking the leave. But with Dr. F, she's 
female. I feel that her style, I don't know, I feel 
that male doctors seem to be more on our side... this 
time I don't want to take leave to come, but well, I 
just want to try one more time, if I feel it‘s not of 
any help to me... With Dr. Nice he gave me many 
advice, he explained and analyzed things for me and 
consoled me. I feel that I'm better than before.•• 
But last time, (with Dr. F) it‘s not of much help, 
just asked me follow-up questions as what was written 
on record, therefore not of much help...‘ [TANG 3] 
Mr Tang has access to sleeping pills that eases her 
wife's sleeping problem. So, unlike other patients, 
provision of drugs is not Mrs Tang‘s reason for attending 
psychiatric consultation. In the above comparative account 
of the two psychiatrists, it seems that Mrs Tang‘s 
connection and confidence in psychiatry is based on the 
confiding and trusting relationship with a particular 
psychiatrist, the upset of which leads her to question the 
vallie of psychiatric treatment. Following [TANG 3], she 
further expounded her understanding of "help", 
‘Help? Basically 工 don't understand why we need to 
come to see this so-called psychiatrist. I don't 
think there's anything wrong with me. Some things 
you just can't sort out in your mind; maybe others 
can't either, but they don't over react. I believe 
when many women are unhappy they would think of that, 
but, sometimes they can control themselves. I 
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couldn't, maybe, I've tolerated too much and too 
long, then it all came out.‘ [TANG 4] 
The above account shows that while on one hand Mrs 
Tang normalizes her suicidal action as something not 
necessarily uncommon to other women, she also questions the 
value of consulting psychiatry. In another dialogue, she 
explained what help from psychiatric consultation means to 
her even at the time of under Dr. Nice's treatment: 
•I don‘t know, when I feel I'm alright, I don't want 
to come, just feel it's a waste of time. Well, maybe 
it's good to have somebody to talk to. Yet, when I 
want to talk to somebody, when I really need to, it's 
very late at night, when I can‘t fall asleep. 
Doctors can't help you then, doctors see you only 
once a month, at the most once a month, can't help 
—'you. Mostly, I sort things out myself. I have to 
tell myself to think things through. You can't rely 
on others too much. Talking it out with somebody can 
only help me a little bit.‘ [TANG 5] 
The value of receiving psychiatric consultation, to Mrs 
Tang, is talking it out with somebody she trusts. This is 
not without limitation, she understands, as this need cannot 
be met at the very moment of urgency. So, with a change of 
this key person, the psychiatrist, the felt need of 
psychiatric treatment is highly questionable. She becomes 
another potential ‘defaulter‘. 
2) Not sure/ Not Totally Convinced There Is Such A Need 
Though not absolutely convinced that they should receive 
public psychiatric treatment, one of our respondents came 
and stayed on. This is interesting as a way to show that 
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the interpretation process does not simply involve a 
cognitive component, What else then? The influence of one's 




A 35-year old housewife, at about 4 years ago, discovered 
herself becoming very nervous, forgetful, easily irritated 
and has sleeping problem consulted a private psychiatrist 
at about 2 months after the onset. ‘Statistically‘, this is 
one of the rare cases leading a direct route to psychiatry.^ 
Wherf asked about her health situation, Mrs Au said, 
'Before my husband asked me to consult a 
psychiatrist, I haven't even thought of going to a 
general practitioner ‘cause I think there's nothing 
wrong with me. I don't have any disease； I know 
sometimes I‘m pretty much wind up; but that‘s not 
having a sickness； it's not pain.‘ [AU 1] 
So, we can see that Mrs Au does not define her 
problematic emotional experience as ‘disease‘ or ‘illness‘^, 
justifying it by having no feeling of pain and thus not even 
worth� consulting a general practitioner which is the most 
common way of medical help in Hong Kong. What is her reason 
1. The study done by Cheung et al. shows that only 2.2% of 
the out-patient repondents directly consulted a psychiatrist 
for their initial problems (Cheung et al., 1984:219-220). 
2. In Chinese and Cantonese dialect, there is no formal 
distinction between disease, sickness or illness. 
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for consulting psychiatry then? When right at the beginning 
of the interview when I ^skeJ ker why she came to the 
psychiatric OPD, she explained, 
‘the lady boss of my husband recommended me to a 
psychiatrist because she's been seeing one...my 
husband introduced me to the psychiatrist ...After 
seeing the psychiatrist, much better. My husband 
feels that I'm much better.' [AU 2] 
It is very clear that Mrs Au explains her coming to the 
clinic by quoting others' example (i.e. the lady boss of her 
husband as she is said to have similar emotional problems) 
and further substantiating her action by giving her 
husband‘s positive comment about her improvement. Yet, when 
further probed what was her reaction towards her husband‘s 
suggestion, she answered, 
‘I said no, he said: why not give it a try. After 
seeing it for some time； it's much better, so, I 
continue to do so. It‘s expensive. That's why I 
asked the psychiatrist to write me a letter to be 
transferred to the government c l i n i c I objected 
(to consulting a psychiatrist) because I thought I 
was alright, don't know why I need this； maybe I 
don't understand myself... Well, I started, and just 
carried on I suppose.‘ [AU 3] 
Mrs Au•s ‘voluntary‘ seeking of psychiatrist treatment 
and ‘compliant‘ behaviour are accounted for by her husband‘s < � 
persuasion and the boss‘s example. Though the treatment 
seems to bear positive results in her husband‘s eyes and her 
own experience, Mrs Au, following the above statement (i.e. 
AU 3) expressed her intention of terminating the treatment, 
she said, 
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•I want to stop coining after this course of 
medication, wait and see what happens, want to stop 
for a while.• [AU 4] 
Upon further probing during the latter part of the 
interview, 
{Int.: Do you think you should come to consult this 
specialty or not?} 
'It looks like 工 don't have anything wrong, that‘s 
why I don't want to come, ‘ [AU 5] 
What Mrs Au meant by ‘don‘t have anything wrong', does 
not imply that she has recovered and thus wants to terminate 
the treatment. This is further clarified as Mrs Au points 
out that recovery is indicated by no problem in sleeping. 
And she admits that she has sleeping problem from time to 
tinre even at the time of receiving medication. Yet, she 
still wants to stop the treatment. 
Based on her account of the problematic experience as 
non-pain； and admitting of not sure why she needs specialist 
treatment (as expressed in AU 3)； and wanting to quit the 
treatment though agreeing that she has not totally-
recovered , it is argued here that personally Mrs Au is not 
sure of or not convinced that she should receive psychiatric 
treatment, though on record she shows 100% compliance with 
clinic attendance for a period of 20 months. In response to 
her problematic experience, she draws on her stock of 
knowledge of disease and sickness； in which pain is 
involved. Yet, this does not match up with her personal 
experience, suggesting that she can explain that as "non-
illness" . As a result, once the critical moment has passed, 
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I 
she wants to quit. 
Her subjective explanation of causes of ‘illness‘ 
relates to her moving house to a new housing estate in the 
rural area; and confinement at home due to taking care of 
the children and being a garment out-worker. This is 
disclosed when explaining her family‘s reaction towards her 
receiving of psychiatric treatment, 
‘Mum tel \s me to be more relaxed. She always says 
maybe because I‘m confined at home most of the time； 
working on the sewing machine at home, I always want 
to go out to work, but my kids are so small, that 
makes it inconvenient. Maybe if go out to work, I‘11 
be more outgoing. Maybe I'm always at home by myself 
…makes me bored and there‘s nobody to talk to.‘ [AU 6] 
In summary, Mrs Au perceives the origin of her 
problematic experience in confinement at home. The solution 





3) Positive Felt Need of Public Psychiatric Treatment 
For those, at the point of interview, admitted they needed 
treatment at the psychiatric OPD, can be broadly categorized 
into two groups according to their interpretation of 
problematic experience as originated from 1) physiological 
disorder; 2) psychological or emotional disturbance. This 
classification is closely related to one's felt need of 
which kind of treatment. Those who first identified their 
origin of the problematic experience in physiological 
disorder, naturally would not consideir psychiatric treatment 
initially. With the change in the interpretation of their 
problem, shifted to that of a non-physiological nature, this 
was accompanied by their voluntary contact with psychiatry. 
For those who identified their problems belonging to the 
emotional or psychological arena, they tended to be firm 
with their positive view towards public psychiatric 
treatment. 
Again, in each of the following cases, 
regardless of their felt need of treatment, their management 
strategies can be seen as a result of an interplay of 
cognitive interpretation, significant others and situational 
context. 
1• A Change of Perceived Need of Treatment: due to change 
in identification of problem from physiological to non-
physiological OK …rv. . 
/ 
It is widely researched that many psychiatric patients first 
contact physicians (mostly general practitioners) before 
psychiatrists. The changing subjective definition and 
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interpretation of their need for treatment characterizes 
this group of patients. The description of each case we now 
turn to. 
Mrs Tsui and Mrs Kwok 
These two middle-aged women share some similarities in their 
interpretation of their health situation: started with a 
long search of physiological causes of their problematic 
experience up to a point that they change their 
conceptualization of the problem and ‘voluntarily‘ contact a 
psychiatrist. 
一，How does this turning point take place? It, of course, 
did not occur in vacuum. 
Significant others 
Mrs Tsui 
Mrs Tsui, aged 35, her change is made sense when she 
disclosed that she has a sister-in-law who has been 
consulting a psychiatrist whom she was recommended to. The 
following quotations shed some light on her reasoning of 
following her sister-in-law‘s step to psychiatry. 
� 
‘She has suggested me to consult that psychiatrist, 
saying that* give it a try, see what happens. If you 
find him good, you can continue to do so; if not, you 
don't have to go'. Maybe she knows I've used a lot of 
money on medical consultation; always doing that and 
medication doesn't do me good. Maybe she's kind-
hearted ,recommending me losee her psychiatrist.‘ 
[TSUI 1] 
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{Int： I don't understand why she suggested you to 
consult that specialty as you don't seem to have her 
symptoms like heart pounding and insomnia. Why's 
that? Have you also considered consulting that field 
(psychiatry)？} 
Mrs. Tsui: ‘because I've also consulted, tried, 
thought about that 一 my symptoms of sickness lie in 
my stomach and esophagus. I've X-rayed the 
esophagus, it‘s alright. I've X-rayed everything. 
This makes me very disappointed as the result came 
out to be ‘normal‘. I consulted the field of 
stomach, a doctor specializing in stomach, that is a 
specialist. He said my stomach is O.K. But why is 
that that I still have a heart burn?‘ [TSUI 2] 
Mrs Tsui, described herself to be disappointed as the 
X-ray results showed that her stomach was perfectly alright. 
‘ Yet, this, to her, did not seem to match with her experience 
of stomach problem. Upon probing she explained that 
psychiatry appeared to be another though not necessarily the 
last resort, she defended her action: 
{Int: But it's a completely different field...} 
Mrs Tsui: 'Yes, but it‘s an attempt, truly I want to 
know whether I'm neurasthenic. I want to know this.‘ 
fInt: So, you consulted the psychiatrist to see what 
it's like?} 
Mrs Tsui: ‘Yes.• 
(Int: Were you suspecting that you have 
. neurasthenia?} 
( � 
Mrs Tsui； 'Yes, I was suspecting that.’ [TSUI 3] 
From a search for causes of illness from a stomach 
specialist, Mrs Tsui at the end came to change the focus to 
whether she is neurasthenic, which she believes is within 
the field of psychiatry. That is why after receiving 
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private psychiatric treatment for a year, she requested a 
general practitioner to refer her to a public psychiatric 
clinic for economic reasons, 
Mrs Kwok 
« 
In Mrs Kwok‘s case, her long and winding path to psychiatry 
started from consultation with a general practitioner, then 
specialist for kidney and arthritis. Her point of contact 
with psychiatry came in the form of referral by the 
Arthritis OPD at Li Ka Shing Specialist Clinic. She 
accounted the process, 
‘The Department of Medicine and Arthritis said I‘m 
一，far too tense in my daily living. That makes me feel 
uncomfortable； like my body aches all over...' 
‘Like last week, my knee nearly killed me. It's so 
painful. This was not because I‘m too anxious. Let 
me say this though it doesn‘t sound nice: is it 
because the doctors can't find out what‘s the cause 
of my illness, then they say you‘re nervous and thus 
suggest you to consult psychiatry. The psychiatrist 
feels that oh, you maybe be psychologically 
unbalanced, go to consult the speciality of 
psychology 1. In this way, I‘m transferred from one 
department to another.‘ 
{Int: You have this feeling?} 
Mrs Kwok: “Objectively speaking, sometimes we have 
‘mixed‘ feelings. I really have so much trouble. In 
趟 fact, before I contacted psychiatry I was asking 
myself whether 工 was really a bit chee cin. That is 
to say, I always suspect this and suspect that. But 
sometimes it's not because I imagine there's pain and 
� pain appears. It‘s basically and indeed I‘m 
genuinely not feeling well. I myself have also 
1. Most probably she refers to consulting a clinical 
psychologist. In fact, at the time of the interview, she 
j^us consulting a clinical psychologist who was under the 
psychiatry OPD. 
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considered consulting psychiatry, maybe 
psychologically I've problem. That is to say, in fact 
I also want to come to see this kind of doctor. Em, 
em, when doctors of those two departments (i.e. 
kidney and arthritis) asked me to come, I‘m quite 
pleased to do so.‘ [KWOK 1] 
Though one may say that the above is a post-hoc 
justification. Yet, as explained in the methodology section, 
with the theoretical stance this project holds, the 
interview session is taken as an opportunity for 
respondents to construct or reconstruct their reality. On 
the other hand, Mrs Kwok did point out the fact that upon 
the context of her experience of being transferred from 
department to department that she came to consider the 
possibility of non-physiological cause of her illness. Yet, 
she holds this alternative explanation with reservation. 
That is, with certain experience of pain it is genuine not 
just a psychological projection or mechanism. 
Mrs Chung 
Mrs Chung‘s case shows a perfect illustration of changing 
interpretation of one's health situation and thus action 
taken. A housewife at the age of 44, living with husband, 
two sons and her mother. She described 2 phases of 
illness, each characterizes by specific onset of sudden 
wake-up from sleep with cold feet and hands. The first 
phase happened 7 years ago while the second phase added with 
symptoms of depression. It was upon the second phase that 
she came under the care of psychiatry. 
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In the first phase of the illness, she consulted a 
general practitioner and Chinese herbalist. She said she 
was cured and towards recovery with the help of some Chinese 
tonic food. There was not a slightly sense of seeking 
psychiatric treatment because the Chinese herbalist 
diagnosed her as suffering from "lack of chi" { ^ ) and 
that from the general practitioner was "something wrong with 
the nerves of her stomach and heart". 
During the second phase of her illness, Mrs Chung came 
to accept that she was suffering from neurasthenia as 
diagnosed by another general practitioner. According to 
him, this implied life-long medication and advised her for 
financial reasons better to receive public psychiatric-
service . This was disclosed during the first 5 minutes of 
the interview. 
How did she come to define she's suffering from 
neurasthenia? Or put differently, how did she come to 
interpret sudden waking—up in the middle of the night and 
having cold hands and feet as equivalent to having 
neurasthenia? Indeed in the first phase of her illness, she 
has attempted many different means to solve the problem; 
detail of her strategy will be expanded in the following 
section. The turning point came in a nurse friend of hers. 
With her alleged medical knowledge, she made a significant 
influence on Mrs Chung‘s interpretation of illness. That is 
she accepted the idea that during her second phase of 
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illness, most probably she was suffering from neurasthenia 
and her friend recommended her to a general practitioner. 
From this doctor Mrs Chung came to accept that 
neurasthenia is indeed the diagnosis to her health problem; 
medication is the answer and public psychiatric clinic is 
the place to get it. 
The Pragmatic Kind 
The following two cases show a pragmatic attitude towards 
public psychiatric treatment. Like all the ‘physiological‘ 
group, these two cases follow an indirect route to 
psychiatry by way of various medical attempts in the Chinese 
and Western medicine. Yet, they distinguish from others by 
their �practical and down-to-earth mentality towards the 
treatment that can help them most. Or put differently, they 
are relatively less concerned with the elaborate analysis of 
the causes or diagnosis of their illness. 
Mrs Hui 
Mrs Hui is a 50 years old, married woman. At the point of 
interview she was living with another man in a public 
housing unit. She complained of having surges of fear 1 and 
1. In medical terms, what Mrs Hui encountered may be called 
‘panic attack‘. Yet, in this research, seeing things from 
the respondents‘ point of view is taken to be the major 
concern. Hence, respondents‘ descriptions of events would 
be translated as close to that in original language 
(i.e.Cantonese) and meaning as possible. 
This experience of fear is different from that of Mrs 
Fung‘s. As contrasted to the fear Mrs Fung encountered, the 
latter is more of a psychological kind. That is, fear that 
others might reject her because she was losing lots of hair 
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has been taking tranquilizer for almost 20 years. Mrs Hui, 
at the moment of this surge of fear has physiological 
reaction. In her words, sometimes it comes with breathing 
problem and she feels she is almost "suffocated". She then 
needs to go indoors and rest for a while. The cause of this 
fear, according to Mrs Hui, dated back to her husband's 
-unfaithfulness. She unfolded the story which happened in 
1970, 
•That is to say, he probably causes me to suffer from 
this illness. That is, he went out to fool around 
with this bar girl. He even let her have our home 
telephone number and indeed I,ve received her call. 
I was furious to a point that... Once I went to the 
hair-dresser‘s. When they're washing my hair, 
suddenly the fear came. Immediately I asked the 
hairdresser to blow my hair dry and returned home at 
once.‘ 
{Int: Is this how it began?} 
Mrs Hui: 'Yes, it started like that.‘ [HUI 1] 
This ,unusual, experience took Mrs Hui and her husband 
to consult many different physicians including Western 
doctors and Chinese herbalist. She consulted a "medical 
Ph.D' Ifrom where she took her first dosage of tranquilizer; 
whe^ther the physician was a psychiatrist or not, Mrs Hui 
does not know. The medication improved her situation and 
she stopped treatment for a period of time. When the second 
...Continued..• 
and might reach the point of baldness. 
1. 'Medical Ph.D' is the direct translation from Mrs Hui‘s 
words in Cantonese. It is not sure what she actually means. 
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onset came, it was shortly after a minor operation at a 
private' general hospital. She then was referred to a 
physician and again was put on tranquilizer. Mrs Hui' 
again, does not know whether he/she is a psychiatrist but 
emphasizing that he/she is a proper private doctor with own 
clinic while attached io that private hospital.^ 
Mrs Hui*s contact with public psychiatric treatment 
came about 5 years ago when she once fainted at work 
and was taken to the Emergency Department of the Prince of 
Wales Hospital. Later referred to the General Medicine Unit 
for treatment of dizziness without much improvement. Mrs 
Hui disclosed her continuous in—take of tranquilizer to the 
doctor^in-charge. Whether that is the main reason for 
further referral to the psychiatric OPD, no one knows. 
Whether it is Mrs Hui‘s first contact with psychiatry, 
it does not matter. Whatever impression she has on 
psychiatry does not matter. She knows what she needs. She 
asks for it. 
{Int: How did you feel when the doctor at the 
General Medicine Department suggested you to consult 
" psychiatry?} 
Hrs r 
‘Rather good. After changing for three times, Dr. 
Chan is in charge of my case. He's a very good 
doctor ‘cause 工 said this medication didn't suit me. 
Doctor, I wanted to have that particular one. He 
really listens to what you patients suggest and gives 
1. It does not seem to me that that physician is a 
psychiatrist since Mrs Hui reported later than she has a few 
minor operations like hemorrhoid from the same person. 
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you that particular medicine. I feel if doctors can 
do that, he's really good.‘ [HUI 2] 
Mrs Hui admitted that the medication she was on at the 
time of interview closely resembled that from the other 
private doctor. She cannot s top i t now and her concern is 
on the assurance that she can have this same kind of 
tranquilizer regardless of further change of psychiatrists 
at the OPD. Over the 4 years and 9 months‘ treatment at the 
clinic, she shows herself to be a 100% compliant patient in 
terms of medication and attendance. 
Mrs Ng is a widow at the age of 60 with her husband passed 
away about one year before the interview. She has complained 
of dizziness for the past 18 years. Over the years, she has 
•negotiated an order‘ for herself, that is she comes up with 
an explanation to account for her long history of health 
problems. This was volunteered within the first 5 minutes of 
the interview. She recalled, 
•As 工 remembered, the illness appeared when I was 
around 40. I've been on medication for over 10 years 
now... At around 42, 43 I started to feel dizzy, 
maybe that's when the menopause started. I think 
most probably it's due to that. I didn't take much 
< care and livelihood was difficult then, I didn't have 
much nutrition, that‘s why it develops into what it 
is now.• [NG 1] 
She holds a pragmatic attitude with regard to her 
illness related behaviour. She goes from doctor to 
doctor,field to field, trying to find solution (medical 
diagnoses and within reasonable financial means) to her 
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health problem. For treatment, she has been to many 
different general practitioners； and specialist clinic like 
neurology and orthopedics. At different stage of the 
medical primilage, she was given different medical diagnosis 
(like bone problem) and thus different solution. For a 
chronic patient under specialist treatment, the expense is 
beyond her financial support. Mrs Ng, thus requested to 
come to the department of orthopedics at Li Ka Shing 
Specialist Clinic and after some time of recurrent complaint 
of dizziness, was then transferred to the Psychiatric OPD. 
She explained the process as follows, 
T v e consulted orthopaedics for a long time. Then, 
the doctor recommended me to be transferred to this 
specialist clinic. Since I've taken medication from 
here (psychiatry), I‘m more stable. ‘ [NG 2] 
This time her concern is not so much about diagnosis, 
but to reach the ‘right‘ kind of treatment to control the 
disturbance of dizziness. Once it is accessed, she sticks 
to it and at the time of the interview she has been 
consistently attending the clinic for nearly 4 years. 
2) 一 A Fairly Consistent and Positive Felt Need of Public 
Psychiatric Treatment 
This group of respondents share some similar characteristics 
in their definition of the situation 一 that is, 
predominantly they identify or express psychological or 
emotional disturbance as their reasons for seeking help; and 
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the felt need of psychiatric treatment is fairly consistent. 
Women in this group do have some physiological complaints or 
symptoms； just that somehow they perceive the nature and 
most probably the cause(s) of illness lie in. the emotional 
or psychological arena. 
Mrs Wong 
Mrs Wong emigrated from China in 1979. Met Mr Wong, now 
married with 4 children. This interview took place at her 
home, in a village house along the hill side in Shatin. Mrs 
Wong complained of insomnia and easy losing of her temper. 
She consulted a nearby health clinic . its service is 
fre<|uently utilized by her family as it is more economicc^/ 
than consulting a private practitioner. She was then 
referred to the psychiatric OPD 4 months prior to the 
interview. When asked what was her reaction when she was 
recommended to consult a psychiatrist, she simply replied, 
‘Any special feeling? No, just feel I have a disease, 
so I ought to consult a doctor. Afraid of other‘s 
comment? No, I don't mind. When the doctor at the 
health clinic asked me whether I minded consulting 
psychiatry, I said no. 工 don't. When one's sick, he 
should consult a doctor.‘ [WONG 1] ^ � 
In Mrs Wong‘s mind it seems that her logic of 
consulting a doctor when encounters illness, sickness or 
disease is unquestionable. Which type of doctor does not 
seem to be of much consideration in her way of thinking. 
So, since she is ’ill’， she should contact a doctor, in this 
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case, a psychiatrist in the hope of easing her irritated 
temper and sleep problem. 
Mrs Leung 
Mrs Leung is a 56 years old housewife. Her story shows a 
simple and acute onset of psychological disturbance 
characterized by fear and insomnia since her husband passed 
away three years ago. She had access to sleeping pills from 
tUe c|�e"�bt and other general practitioners. Through an 
incident of cramp while having a flu, she was taken to the 
Emergency Unit. The doctor on duty said she showed signs of 
nervousness and mild neurasthenia, thus referred her to the 
psychiatric OPD. 
Mrs Leung highlighted her need of psychiatric treatment 
in context with her specific situation then, i.e. death of 
her husband at that point in time. Mrs Leung argued that 
her problem basically was insomnia and a sense of fear 
especially if she was the only one at home. This happened, 
according to Mrs Leung, was primarily due to the death of 
her husband. This is also shared by her sons as Mrs Leung 
retold their reaction towards her referral to psychiatry, 
( � 
•well, my sons know that my husband passed away. My 
emotions aren't stable. ‘ [LEUNG 1] 
As Mrs Leung accounted as time went by, the .impact of 
the traumatic experience faded, she recovered from the sense 
of fear and insomnia. After 19 months‘ treatment, Mrs 
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Leung‘s case was closed. 
Mrs Fung 
Biography & Significant Others 
Mrs Fung is a 37-year-old housewife, taking care of two 
daughters in primary school. She attended the psychiatric 
clinic for 22 months and at the point of interview has 
stopped treatment for 15 months. Her retrospective account 
of the illness experience demonstrated a case of 
interpretation of symptoms which points to psychiatric 
treatment as a solution to the illness. 
Mrs Fung started the interview by giving a detail run 
down of her life history and how they have settled in a 
public housing unit. Mrs Fung presents herself to be a 
perfectionist and takes care of her family members to every 
small detail. ‘ Everything went on fine with her husband and 
daughters‘s education until her elder daughter began her 
morning session primary schooling. She started to become 
very anxious about her educational performance and spent 
effort in helping her daughter to settle in a new 
environment. Physically she was under greater demand as she 
has to get up early in the morning to prepare breakfast and 
accompany her daughter to school. 
This burden was gradually topped with fatigue and 
losing of hair. These finally caught her attention. She has 
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consulted Chinese herbalist and general practitioner for 
treatment at early onset of losing of hair. She has also 
consulted a cardiologist as she felt pain in her heart and 
worried that she might have heart problem. It, of course, 
sKowh to be normal after X-ray. Yet, the problem of losing 
hair and insomnia were still prevalent. Mrs Fung found this 
as a pain in the neck and the sense of not capable to cope 
when placed in context of her biography annoyed her. During 
the interview, she gave a detailed account of the hardship 
endured during childhood as she is the eldest among 3 kids 
belonging to a young widow. The following quotation 
illustrated one episode. She explained, 
‘T belong to the persevering type. I try hard to 
cope. At that time I was learning dress-making, 
ever hard people said, I‘d try. If it didn't turn 
out fine, I'd undo it and tried again, up to a point 
that I‘d be able to make something out of that piece 
of garment. That is, I've this kind of thing 
(quality, personality, inclination). But, when I was 
losing my hair,工 couldn't get on top of my feeling, 
(my psyche). I was sometimes fearful. That is, 
after telling others and asking for advice (about 
treatment to losing hair), they couldn't really help 
you... ’ [FUNG 1] 
Throughout the interview, she mentioned this idea of 
getting on top of things, controlling her emotions and fear ^ � 
many times. Her encountered problems included losing of 
temper and interest in activities she was before. 
Her contact with psychiatry came when the general 
practitioner referred her to the psychiatric OPD. When 
asked how did she justify consulting a psychiatrist while 
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having the symptoms of losing hair, she explained: 
•To consult a psychiatrist because I lose hair, yes, 
I would do that. I think that‘s very normal. ‘cause 
that‘s my mental problem, I need somebody to tell me 
how to deal with it. With the medication the western 
doctor^ I consulted, I couldn't get on top of things. 
Many doctors asked would it be due to psychological 
reason? I question too, would it be because 
psychologically I‘m fearful and panicking and that 
affects the losing of hair? Basically one should 
know whether this is the case.' 
{Int: What‘s your greatest problem then, you 
reckon?} 
Mrs Fung: ‘My problem, I think, is how to "cure" the 
so many fears inside me.‘ 
{Int: So, in your heart, you‘re fearful of this and 
that} 
Mrs Fung: 'Basically, yes, when one's psychologically 
fearful, one needs to consult psychiatry. That is, I 
believe consulting that kind of doctor is the way. 
If not, what kind of doctor to consult? I've even 
consulted a private doctor of that kind, very 
expensive, I've only been there once, not much to 
talk about. ‘ [FUNG 2] 
So, in summary, Mrs Fung‘s ‘voluntary‘ seeking of 
psychiatric consultation may be partly due to her exposure 
� to a distant relative‘s experience of psychiatric treatment; 
and the identification of the fear she experienced as 
mental/ psychological problem. She described that relative 
as ^ having a history of involvement with many violent gang 
fights and as a result suffered from tremendous fear and 
apparent loss of sanity. 




Mrs Chow is a 35-year-old housewife with teenage kids. She 
has attended the psychiatric OPD for slightly over 4 years. 
Her route to private and public psychiatric service seems to 
be fairly straight forward. 
fint: What are the things you come here to consult? 
Why do you come here?} 
Mrs Chow: ‘I, I'm wind up and find it hard to sleep. 
Sometimes when it's crowded, I find it dizzy and hard 
to breathe•’ 
[Int: Has it always been like this? How do you feel 
after consultation?} 
Mrs Chow: ‘Rather good, I can manage my emotions•’ 
[CHOW 1] 
When asked how did she first consult a psychiatrist, 
she simply replied that she told the general practitioner 
that even with medication she suffered from insomnia for 4 
to 5 days. Then, the general practitioner referred her to 
see a psychiatrist. She believed she needed that and went 
against family members‘ disagreement. She defended her 
action, 
n 、 ， 
‘They (family members on her side) ask why one needs 
to consult psychiatry for sleep problem; isn't 
psychiatry for the crazy? I say, it (sleep problem) 
is also a kind of psychiatric (mental) illness. 
Psychiatry t s not necessarily for the crazy.‘ 
[CHOW 2] 
‘Psychiatry is not necessarily for those who are 
involved in violent fighting or those crazy ch:<?e cin 
type, beating others. When one feels he is 
emotionally unstable, he has mental problem.‘ 
[CHOW 3] 
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As her justification for psychiatric treatment lies in 
her emotional disturbance and sleep problem； that for public 
psychiatric service lies in finance. She has consulted a 
private psychiatrist for some time and due to the large sum 
of expenses, she went to a health clinic and asked for 
referral to the public psychiatric OPD. 
Mrs Kwan 
Mrs Kwan has the most complicated medical and family history 
among the 13 respondents. She has been facing constant 
stressful situation at home. She has an epileptic daughter 
with mild grade mental retardation living at home； who is 
also” a psychiatric in-patient for a considerable period of 
time. The longest span is one and a half years. She poses 
continuous stress and embarrassment to her family as she has 
demonstrated a few ‘weird behaviour‘ in and around the 
public housing estate the Kwans are living. Besides taking 
care of this daughter, Mrs Kwan has felt extra concern and 
worry that her the other two daughters at their late 
twenties are still single. Apart from ordinary parental 
concern, she has guilt over their single status because she 
has "stopped them from developing two relationships which 
might lead to marriage. 
Mrs Kwan did not explain the cause but admitted that 
she has a history of ‘involuntary‘ screaming and crying when 
she is at an anxious state. Her contact with psychiatry 
started with her epileptic daughter who comes in and out of 
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psychiatric hospitals. Her 'involuntary' screaming was 
first noticed by a professor when she once visited her 
daughter at a psychiatric ward. She was seen by a few 
medical students and the professor, apparently no further 
treatment was followed. 
Mrs Kwan‘s first psychiatric treatment was an in-
patient experience. On the night she discovered her third 
daughter went out with an over 50 years old man, she could 
not control herself but burst into tears, screaming and 
crying on the street floor. Later, she was taken to the 
Emergency Department and referred to the psychiatric ward. 
She recalled the painful experience, 
‘I was too agitated. Maybe because of my daughter 
(the epileptic one), it's been building up 
(aggregated). So when it‘s exploded, I ended up in 
the hospital. When inside the hospital, a loud voice 
came out, very loud, for many times. ‘ [KWAN 1] 
She further explained this ‘unusual behaviour of giving out 
a loud voice‘, 
•My youngest daughter, though she's studying at the 
Polytechnic, she doesn't understand my situation. I, 
because have been to the hospital many times, I 
understand, I ‘ve observed those patients‘ behaviour. 
"She blames me for being over-depressed, crying all 
the time. In fact, this crying is.not from myself. 
It's because it stops almost instantly; it starts and 
ends almost automatically. This is different from 
the ordinary kind of ‘sadness‘ and ‘crying‘. But she 
doesn't understand, thinking that I am always overly 
depressed.‘ [KWAN 2] 
Mrs Kwan identified her ‘symptoms‘ to be different from 
what ordinary people cou-l^ i understand. According to 
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Mrs Kwan, this included her daughter though who is receiving 
tertiary education. These symptoms are not ‘unusual‘ for 
people in psychiatric hospitals to have. This on one hand, 
justifies her need of psychiatric treatment and on the other 
hand warrants sympathy and understanding from her family 
members. 
Once she was discharged, she was referred to the 
psychiatric OPD. She said she did not want to go back to 
the hospital and tried hard to control herself and continued 
with medication. After some time, she asked the 
psychiatrist whether she could return at a longer interval 
since she was working then. The psychiatrist granted her 
PRN which means a temporary termination of treatment but at 
time of need the patient can return within a year's 
interval. 
SUMMARY 
The access to psychiatric consultation is, normally, not a 
direct route which h a. world wide phenomenon. This has 
exception for a few of our respondents like Mrs Au who leads 
a direct access to private psychiatric treatment. So^c 
劣 -
led a shorter route than others* it is due to 
situation like admission to the Emergency Unit and later is 
transferred to the psychiatric OPD under study. 
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OTHER ‘ILLNESS ACTIONS' EMPLOYED 
Actions employed in managing one's illness are multi-faceted 
and multi-level. Here, these actions are termed as ‘illness 
actions‘. By the word •action,, the purposive nature of the 
concept is highlighted； 'illness actions‘ as distinguished 
from the concept of ‘illness behaviour‘, includes those non-
medical actions one employs as a result of the interpretive 
process of defining one‘s health situation, The previous 
section has covered the reasons and path to public 
psychiatric treatment which is one and definitely not the 
only way. What follows is other medical and non-medical 
measures our respondents reviewed in their management of the 
illness experience. One word of note is that again as a 
retr—dspective account, the information given should be 
understood in context with the other material released in 
the interview. 
1) Medical Action 
The route to psychiatric treatment, both private and public 
has been analyzed under the section ‘Perceived Need of 
Public Psychiatric Treatment‘. Let's now turn to other 
medical help our respondents have attempted. This should 
also be studied in context of respondents‘ general illness 
behaviour. The latter involves one's practice and 
experience in seeking general medical help, usage of Western 
and Chinese medicine. 
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Usage of General Medical Treatment 
Questions on how respondents manage ordinary disease (such 
as cold, fever and coughing)； and the choice of doctor were 
asked. Respondents reported that they generally turned to 
Western medicine for ‘ordinary disease‘. Western medicine 
is easily accessible through consultation with General 
Practitioners. This is consistent with other findings (See 
Lee, 1980, Census & Statistics Department, 1983 ).^ 
Regarding t.he choice of doctor, a pragmatic attitude 
can be generally detected among the respondents. Reasons 
like physical proximity, lay referral, being economical, 
short waiting time were cited. Doctor shopping behaviour is 
fairly common. As reported by Lee (1982), our Chinese 
respondents endorsed the concept of ‘medical affinity‘ or 
‘yi yuan ‘ . They have a functional definition for 
it. Mrs Hui has the following personal experience, 
'I've tried two other doctors (G.P.) nearby. They 
seem to be quite "complementary" with me. If we 
can't be "complementary" with each other for the 
first time, it's O.K. But I've tried more than 
once... I told him the medicine he gave last time 
didn't suit me. Yet, he hasn't changed it even the 
second time. So, I didn't go there any more.‘ 
[HUI 3] 
•0 、 ‘ 
1. From the Kwun Tong Life Quality Survey conducted in the 
summer of 1971. It was reported that 94.5% of the 1065 
households heads had consulted a Western-style doctor in the 
past,； 63.5% consulted a Chinese-style practitioner 
(Lee, 1 9 8 0 T h e government General Household Survey found 
out that between July and September 1983, 80.4% of the 5000 
household-head respondents had consutled registered 
physicians during the survey period； that for a Chinses such 
as acupuncturists, bone-setters or herbalists was 7.3% 
(Censes & Statistics Department, 1983). 
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Mrs Hui‘s concept of "whether she is complementary" 
( 史 ) with a physician is based on practical 
experiences. Mrs Tsui, demonstrates a similar attitude when 
asked about how she took care of her children‘s illness 
situation. She explained, 
‘That is, for some doctors, we‘d say whether it‘s 
"complementary" or not. For some doctors, if he is 
"complementary" with you, say for things like cold or 
flu, after one or two consultation, it'll be 
alright...' 
{Int: What is your sense of "complementary with"？ j 
‘That is to say, those work after one or two 
consultation sessions.‘ [TSUI 4] 
..一 ^ -
According to Mrs Tsui, you only know after actually 
trying the prescribed medication. If it works, you and the 
doctor can be considered to be complementary with each 
other. 
Our respondents have this doctor-shopping behaviour 
based on a "pragmatic" concept of "medical effectiveness". 
That is, given a relatively short period of time (say one or 
two courses of medication) if it works, it is good； if not, 
change for another doctor. In one way, the concept of 
"medical affinity" can be seen as a post hoc explanation, to 
"justify" or "motivate" doctor-changing•1 The same logic 
1. Whether it is to 'justify' or 'motivate’， depends on the 
motive of the individual. This is something very difficult 
to tell, may not even be clear to the person concerned. 
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applies to the change from one medical speciality to 
another； or change from Western medicine to Chinese medicine 
and vice versa. The latter is also suggested by Lee 
(1982:378). If this is the general attitude and practice 
of seeking medical treatment, it is not surprising to find 
that pattern in other medical and non-medical actions taken. 
Chinese Medicine 
It has been well documented that there is a ‘pluralist‘ 
medical system in Hong Kong (for a comparative study of the 
Western and Traditional medical system see Lee, 1982). Both 
Western and traditional Chinese herbal medicine are widely 
used，b厂citizens here (see Lee, 1980). This is no exception 
with our respondents in the study. 3 respondents reported 
that during their course of illness, they have consulted 
Chinese herbalist. Some prepared some tonic food for 
themselves without actually consulting herbalist. Their 
concept of using Chinese medicine can be understood within 
the "pragmatic" framework of thinking described above. The 
choice of Chinese herbalist was made commonly on the basis 
of lay referral. That is to say, through recommendation by 
f rielids our respondents consulted different Chinese 
herbalist . 
Among the cases of using Chinese herbal medicine, Mrs 
Chung accounted a refined classification of Chinese-style 
practitioners which is worth quoting. She identified two 
types of Chinese practitioners； those "old proper" Chinese 
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practitioners, preferably with training and experience 
passed down from the elder generation; and those come from 
Mainland China who initially trained in Western medicine but 
later studied Chinese medicine.1 The latter used terms 
belonging to the Western medical concepts. In her personal 
experience, when detected a high temperature, a "Chinese-
Western" practitioner diagnosed her as having a flu； whereas 
an "old proper" Chinese practitioiieir said that was "fake 
fire due to heat inside her body". She insisted that was 
not a difference in terminology but concept. Related to the 
comparative effectiveness of the two medical systems, Mrs 
Chung has the following experience and concepts: the 
"Western drug" she obtained from the psychiatric OPD was 
- 一 ？ -
something indispensable for life; Chinese medicine has a 
moderating effect on her own body especially when she felt 
"weak", say after menstruation.^ 
Consulting Clinical Psychologist 
Mrs Fung has and Mrs Kwok is still receiving treatment from 
1. Mrs Chung could be referring to those Mainlanders, 
traihed to be Western-style physicians but could not obtain 
a license to practise here as their medical training is 
still not recognised by the Hong Kong government. They have 
to go through written examinations in order to be licensed. 
2. In the present project, no respondents have actually 
compared the effectiveness of Western and Chinese medicine 
though accounts have shown that they did switch from one to 
the other. In other survey studies, comparison has been 
reported. The Kwun Tong survey in 1971-72 reported a 
majority of surveyed household heads (84%) believed modern 
treatment was better than that of Chinese herbs with 15.5% 
beleived they were equally effective (Lee, 1981). 
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clinical psychologists attached at the psychiatric OPD. Mrs 
Fung, heard of the service from another friend who is a also 
a recipient； asked for it. Mrs Kwok was recommended by her 
psychiatrist for it. Mrs Fung spoke highly of the 
treatment, saying that the clinical psychologist has taught 
her a lot regarding ways of handling interpersonal 
relationship. Mrs Kwok said it was not easy to put into 
practice what was discussed in the consultation sessions. 
Yet, she positively affirmed the value of talking it out 
with the psychologist. 
2) Non-medical Action 
Relir^oUs Level 
The state of harmony and equilibrium has always been 
understood as the basic value orientations of the 
traditional Chinese culture. Li, elaborated this concept 
into three systems of natural order, individual organism and 
society (1990). It seems to be a useful tool in explaining 
some of the respondents‘ actions as a management strategy at 
a religious level• 
According to Li's system of the natural order, there is 
a sub-system of temporal relation. Temporal relations can 
be exemplified through the concept of horoscope. A person‘s 
horoscope contained eight characters which is fixed when one 
is born and which in turn determines one's fate or ‘ming‘ 
\ Chance or Yun ( ^ ^ ) is a result of matching of one's 
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eight characters and fate with the time of nature as one 
goes through life. Yun is not static but if one's fate 
matches with the time of nature, he will have good yun； if 
not bad luck. It is believed that in order to guarantee a 
harmonious relationship between these two elements, Chinese 
people sometimes change the fate by performing some kind of 
religious activities. This was practiced by Mrs Fung who 
worshiped a local god in Shatin and attempted to change her 
fate in the temple there. She owed this to her mother‘s 
suggestion. 
Another sub-system of the natural order is that of 
spatial relations. Mrs Au, seemed to be acting in 
accordance with this concept as she invited a 'feng—shui 
master' to her home at Tai Po as it was reported that only 
after moving into his new home, had she has the sickness of 
insomnia and easily irritated. She was advised to rearrange 
the location of her bed, facing a new direction. She said 
she believed that would help and expressed that her husband 
found that things seemed to be getting smoother since then. 
Religious belief brings psychological comfort 
J 
Mrs Chung also disclosed that she became a believer in a 
local god, Kwun Yam, during the second phase of her illness 
under the strong persuasion of her mother-in-law. She 
unfolded the experience, 
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‘When I'm in trouble, not much help even after 
consulting doctors, when you‘re helpless and don't 
know what to do, you'll listen to other‘s advice. 
When I was healthy, I didn't believe in gods nor 
spirits; just believe that fate is under my 
control... but when I‘m sick, I find many things are 
not under my control, no, not fate. It‘s fate that 
controls me. That‘s why I come to believe. Hope 
that my mind would be more peaceful, not much high 
hopes now. Have a kind of mentality called "give it 
a try". It's no harm ‘cause it doesn't hurt others.‘ 
[CHUNG 1] 
Mrs Ng, on one hand believed that religious belief can 
ease one's psychological burden； on the other hand argued 
that only medical treatment and specifically medication can 
solve one's health problem. 
Multi-level of religious activities 
一 ？ - •“ 
Besides resorting to changing her fate in a local temple, 
Mrs Fung also joined some other religious gatherings, and 
Bible discussion groups at her sister's Christian Church. 
Again, she attributed to her sister‘s persuasion. 
Life style 
One respondent, Mrs Kwan, sought employment as a means to 
get away from the source of trouble, that is her mild-grade 
mentally retarded epileptic daughter who stayed at home. 
Others, due to their sickness, quitted their job like Mrs 
Chow and Mrs Fung. Mrs Hui moved to a village house 
in the rural area in order to have more space and a more 
relaxing environment. 
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So far, this chapter has only focused on specific 
'actions‘ employed in response to the illness experience. 
Yet, more importantly as has been emphasized in the 
symbolic—interactionist and phenomenological perspective, 
the study of social life should be put in context of 
ordinary people‘s everyday living. Many respondents 
mentioned the slowing down of their pace of life and making 
sensible adjustment like taking afternoon nap； refusing 
social gatherings and avoiding crowded area. Many also 
proposed having a "let go" mentality or attitude in everyday 
living so as to make their life not so tensed. 
( � 
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Chapter 5 - Managing the Label of Attending 
Psychiatric Out-patient Clinic 
In the context of the present research, the following 
questions are to be answered if the labeling perspective is 
employed for analysis: 
1) What is the label, which is often a stigmatized one with 
negative connotation? 
2) Who is the labeler? 
3� D o e s the labeled have any ‘bargain‘ or •negotiation• over 
the status? Any strategies employed to cope ？ On the 
contrary, does the labeled self-label which reinforces 
the labeling effect? 
What is the label? 
If the labeling perspective is employed here, we first need 
to identify the label imputed on the respondents who are the 
labeled. If one attends an eye specialist, he is an eye 
patient. If one consults a cardiologist, he is a cardiac 
patient. If the same logic applies, there are a few 
possible identities or labels our respondents may have while 
attending the psychiatric OPD: They are 1) someone who is 
receiving (or has received) psychiatric treatment； 2) 
psychiatric or mental patients/ out-patients； 3) someone who 
has psychiatric or mental problems. All of the above are 
stigmatized labels. The differentiation of these labels is 
significant. The rest of the chapter will show that most 
respondents in the study accepted only the first label but 
not the other two. 
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Who is the labeler? 
As mentioned in Chapter 2, Goffman argues that the label of 
being a mental patient is formally assigned to the 
individual when he is admitted to a mental hospital. In 
his words, "and until the point of hospitalization is 
reached, he or others may not conceive of him as a person 
who is becoming a mental patient" (1963:134). Yet, 
respondents in the present study (except Mrs Kwan) have not 
been hospitalized. According to Goffman‘s framework, they 
have not been "officially" labeled. 
Almost all of the respondents seek psychiatric 
treatment on a ‘voluntary‘ basis under a referral system, 
who is their labeler then? Does this imply the act of 
registering with the psychiatric OPD automatically labels 
the individual as a psychiatric patient? 
Bargaining for an acceptable reality or ways of coping 
Do our respondents passively receive the stigmatized label 
and as suggested by the labeling perspective that once 
labeled they behave like "mental patients" ？ This is 
definitely not the impression obtained during the interview. 
On the contrary, respondents exhibited active ways of coping 
with the ‘felt and enacted stigma‘ {Scambler et al.,1990). 
This information is reviewed through the responses of their 
significant others to the suggestion of consulting 
psychiatry. The strategies our respondents employed 
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included cognitive differentiation, information control, 
adoption of the label of neurasthenia and secondary gain. 
1) Cognitive differentiation : I‘m not "chee cin" 
When described their reactions to the referral or suggestion 
of consulting psychiatry, common responses are "I'm not chee 
cin". The colloquial usage of the term "chee cin" in the 
Cantonese dialect, I believe, is popularized only in the 
recent 15 years. As mentioned in Chapter one, employing an 
analogy of short-circuiting an electronic circuit； the term 
may be understood as referring to short-circuiting some of 
the nerves in the human brain. Following the analogy, if 
one's nerve is wrongly contacted, his brain must not be able 
to function normally, or in other words, he has problem in 
mental functioning. Chee cin is a blaming or derogatory term. 
By distinguishing themselves from the crazy, our 
respondents do not accept the identity/ label of being a 
"psychiatric patient",* or in other words, arguing strongly 
that they are not patients with mental problems. This can 
be cross-referenced with their perceived cause and solution 
to problems as discussed in the last chapter. This is 
especially true with those who initially identify a 
physiological cause of their illness. Since "chee cin" is 
“ seen to be highly characteristic of mental patients, the 
label of which our respondents actively deny, on further 
probing they try to prove that they are not "chee cin" 
whatever they perceive that is. To quote a few example: 
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I 'm not chee cin. I only have problems in... 
Mrs Tsui expressed the concern that if disclosed the fact 
that she seeks psychiatric treatment, others might classify 
her as "chee cin". She defended, 
‘Only those who hurt others are chee cin. At least I 
haven‘t hurt anybody, at least in words or speech I 
haven't. I don't think I‘m chee cin though I‘m 
consulting psychiatry at the moment. All the way I 
haven‘t thought I'm chee cin.’ 
fInt: So, you think you‘re sick?} 
Mrs Tsui； ‘I only think I'm sick, but not chee cin.' 
{Int: what kind of sickness?} 
Mrs Tsui: ‘I feel that my sickness is affected by my 
一stomach and the esophagus. Maybe I‘m too nervous ... • 
[TSUI 5] 
Mrs Tsui then continued to give a run down of why she 
thinks she is so tense in life which, to cut it short, 
simply attributed to external factors not her mental state. 
Mrs Kwok used her friends‘ and the referral doctor's comment 
to prove that she is not chee cin, or put differently, she 
does not have problem in mental functioning. With the 
doctoV who referred her to psychiatry, Mrs Kwok repeated his 
remarks, 
"Now I‘m not saying that you‘re chee cin, or having 
serious problem in mental functioning. Maybe in 
everyday life, you‘re very tense, and therefore 
sometimes you find you‘re not feeling very well." 
[KWOK 2] 
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Mrs Kwok, quoting her friends‘ comments to prove that 
they have not rejected her though she sought psychiatric 
treatment, 
‘Basically they know that I‘m normal, not belonging 
to those chee cin type.‘ [KWOK 3] 
Mrs Chung highlights one type of people's problem for 
consulting psychiatry: that of the brain which is not her 
problems. She explained, 
’If I tell others that I come to consult psychiatry, 
that'll be different. "Gee, don't know whether she 
has problem with her I.Q."1 Yet, for ordinary people 
when you say neurasthenia, they'll not think of brain 
problem...Once when I was waiting for consultation, I 
saw a woman, out of the blue, slapped a child on his 
face. Then, I came to understand many different 
phenomena are also under psychiatry. Really some of 
them come here because they have problems with the 
brain...‘ 
{Int: Can you accept the fact that you‘re consulting 
psychiatry?} 
Mrs Chung: ‘Yes, I can. I‘m not having any problem 
with my brain. What I always have is problem with my 
stomach and heart. I can accept that (I consult 
psychiatry).‘ [CHUNG 2] 
Mrs Chung put it very clearly that she did not have 
problem with her brain, that is, no mental problem. By 
differentiating herself from those who have difficulties in 
mental functioning, (i.e. those mental patients), she is 
happy to accept the fact that she is consulting a 
psychiatrist for problem of neurasthenia, which is somehow 
associated with her stomach and heart. How does she 
1. "I.Q.“ are the original words Mrs Chung used. Most 
probably she did not mean intelligence but function of the 
brain as she continued to talk about ‘brain problem‘. 
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understand what neurasthenia is and the impact it has on 
her management strategies will be discussed later in this 
chapter. 
Summary：• 
The above three women's accounts give a vivid picture that 
cognitively they distinguish themselves from mental or 
psychiatric patients who basically suffer from mental 
malfunctioning and are described as "chee cin". Repeatedly 
they point out their origin of health problem which lies in 
their physiological organs like stomach, esophagus and 
heart. 
I 'm"^not chee cin 'cause I can do,.. 
The following are those respondents who come for treatment 
because of their emotional and or psychological 
difficulties. They cognitively separated themselves from 
the category of "mental patients" by contrasting their 
everyday behaviour from that of the "chee cin" mental 
patients. 
Mrs Wong - -
Her logic is when someone suffers from insomnia, she should 
seek treatment. If not, it will be deteriorated and 
resulted in serious mental illness, that is ‘the chee cin 
kind，. She said she got this impression from television and 
friends. Her husband has also warned her, 
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(Int： Has your husband told you this?} 
Mrs Wong: ‘Yes, he said: “ you always lose your 
• temper, that will make you chee cin.”‘ 
{Int: What is your impression of chee cin? How are 
chee cin people like?} ‘ 
Mrs Wong: ‘I don't know. I haven‘t been chee cin. 
I "th ... Don't know how to handle housework, at 
least don‘t know how to do that. Accidents will 
happen any minute. At least don't know how to take 
care of children.‘ 
[Int: So, your situation is ...} 
Mrs Wong: 'I'm afraid that‘11 happen. It's not like 
that now.‘ [WONG 2] 
Mrs Wong is saying that she is functioning normally as 
a housewife, as shown by the ability of handling housework 
and taking care of kids at home. This implies that she is 
not^Chee cin.the state of which she is afraid to have if she t 
does not seek psychiatric treatment in time. 
Mrs Leung 
Mrs Leung explained that she has met other patients in the 
waiting area and shared each other's reasons for 
consultation. She said that some were very concerned not to 
let others know about their health status. Yet, She did not 
share this worry. Why? She explained, 
‘Some really mind say if you‘re schizophrenic. For 
myself, I only have very minor insomnia... Nothing 
unusual in my behaviour•‘ [LEUNG 2] 
Mrs Leung‘s rationale is since she comes because of minor 
problem related to sleep, not serious ones like 
schizophrenia, she is different from the rest of the 
patients who have been attending the psychiatric OPD for 
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more than ten years. In addition, she implies that she is 
different from others as her behaviour is normal. This 
justification of differentiation from the chee cin mental 
patients by a behavioral criterion is shared by Mrs Hui. 
Mrs Hui 
As reported in the last chapter that Mrs Hui identified her 
problem in the occurrence of sudden surge of fear (as in 
[HUI 1]). She argued that she can even let her neighbors 
know about her coining for psychiatric treatment^ since she 
demonstrates herself to be perfectly normal in handling 
everyday life. In her words, 
. 一 - ‘ 
‘If I don't have that sudden surge of fear, basically 
I don't feel I‘m very much like a mental patient. 
That is, when I work at home I'm alright, I know my 
way around...When I'm fit, I can get many things 
going...• [HUI 4] 
Not only that Mrs Hui does not take/ feel herself to be 
a mental patient, she continued to argue that her neighbors 
do not treat her as one due to the fact that she can do what 
other 'normal‘ people do. Th^t is such as child-minding, 
and ^  other social activities like going to the tea house. 
Mrs Hui summarized, 
1. In reality she has not let her neighbour but one person 
know that she is attending the psychiatric OPD. Again, this 
can be understood in the light of her •pragmatic' attitude 
in life. She discloses this information because she needs 
this neighbour‘s company to the clinic. Detail of this is 
to be dicussed further in the latter section of this 
chapter. 
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‘They don't treat me as a patient, a mental patient. 
Basically I feel that I‘m not a mental patient. Only 
that I don't understand why suddenly I'll panic 
psychologically. If I‘m not panicking, I can go 
everywhere, even Shum Chun, I‘11 be alright.‘ [HUI 5] 
I'm not chee cin, I'm not like them. They act in ways... 
Mrs Tang 
When I asked Mrs Tang whether she knew what Dr. Nice said of 
her, she said he has not told her the diagnosis and herself 
jokingly mentioned the term chee cin. So, following that 
conversation, she was asked whether she thought she was chee 
cin. Here comes the answer, 
‘I don't know. I myself, of course, would say I‘m 
一’not chee cin. I‘m only moody.‘ 
fint: What do you think chee cin is like?} 
Mrs To-^ g ： I Ch 织 Cin are people who do daft things. 
They would do certain strange things others wouldn't 
do.‘ 
{Int: such as?I 
Mrs ： ，I don't know how to explain to you. But 
I can tell when I come across one... 
Say；when people do things that are not possible 
(laugh), you'll scold them as chee cin... 
Like when 工 attempted suicide, I locked the door, 
forced my two daughters to go to bed, then I took the 
pills, I didn't disturb anybody. For the things 工 
do, I won't disturb others, won't let others know. 
^ It's my own business not others‘. For those chee cin 
people, they disturb others. I've come across a 
child at the waiting area (of the psychiatric 
clinic), touching my bottom. I couldn't scold him. 
It looks like he has some problem. He addressed me 
though. I sensed he has some problem, couldn't 
really scold him, could only avoid him.‘ [TANG 6] 
Mrs Tang believed that she was not chee cin but only 
moody and argued against the possibility. Her argument was 
she would not do things that would disturb others as chee 
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cin people would. 
Mrs Fung 
Though Mrs Fung openly admitted that she has mental and 
psychological problem (as in [FUNG 2]), that was why she 
sought psychiatric treatment, she still did not accept that 
she was of the chee cin, crazy type. She was afraid that 
she would become one one day, implying that she was not one 
then. She pointed out things chee cin people have been 
reported doing, and expressed fear that one day she might 
follow their example. 
‘From newspaper, it says something like stabbing 
others... What I‘m afraid is not losing my hair as 
such, but that , gee, one day, I don't know whether 
I'll become chee cin. That is, sometimes on 
—'newspaper, they tell stories of people of that kind 
stabbing their daughters, then afterwards didn't even 
. know what they've done...' 
[FUNG 3] 
Mrs Chow 
As [CHOW 2 Sc 3] show, Mrs Chow defended her action of 
seeking psychiatric treatment by admitting that she is 
emotionally unstable. Though, drastically different from 
the chee cin kind, she argued, the emotionally disturbed 
also needed psychiatric treatment. Regarding the 
differentiation, she made a very sensible comment, 
‘I feel that psychiatry should bfe further subdivided 
between the serious and less serious ones. The 
serious side called psychiatry； for the ordinary type 
like insomnia, emotionally less .stable ones, put 
them under another category. ‘ [CHOW 4] 
The above quote articulates what I believe, our 
respondents and maybe many of other neurotic patients‘ 
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wishes. By putting neurotics under a department other than 
that of psychiatry, this would reduce the stigma arising 
from psychiatric illness. 
2) Information Control 
From the respondents‘ active refutation of the label 
'psychiatric patients (or outpatients)‘, one can start to 
appreciate the limitation of the labeling perspective when 
applied to analyze the pcctretvts in this study. Though 
cognitively they deny the label or identity of mental 
patients, they (except Mrs Tse) do not discredit the action 
of "attending or receiving psychiatric treatment". Since 
most of them credit the value of consultation, they find 
ways to get round with the stigma associated with attending 
psychiatric clinic. One of these is information control 
regarding their help-seeking action. The degree of 
disclosure varies with the levels of relationship. 
Within the Immediate Family Circle 
All our respondents have disclosed to their immediate family 
members about the psychiatric consultation including their 
husbands, children, their own family members and that from 
husbands‘ side. The exception is Mrs Ng who kept this even 
from her own sisters. 
At Work 
Among 13 respondents, 5 of them have working experience 
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..during their course of illness, either full-time or part-
time .^ Yet, none of them have disclosed to their employers 
or workmates about their psychiatric treatment. When they 
apply for sick leave, they just say that they need time off 
for medical consultation. 
They said they have not been asked for more detail, 
even if that happens, they would not tell the truth. 
Friends and Neighbors 
As disclosing to friends is concerned, the general pattern 
is that only to those who have been very close would the 
truth be told. Among neighbors, almost nobody knows they 
are actually consulting psychiatry.^ They are vaguely 
informed that the respondents are under treatment but not 
specifically what kind. If asked, information in disguise, 
or half-truths will be told. The actual wording varies with 
respondents. Even when they are met on the way to the 
clinic and are asked, they would use different phrasing to 
cover the truth. The following may be told : the place 
(Prince of Wales Hospital or Li Ka Shing Clinic)； the 
superficial reason (to get medication or to see the doctor); 
or the wrong fact (consulting the orthopedics, the stomach 
etc!)； 
1. They are Mrs Tang, Mrs Tsui, Mrs Fung, Mrs Chow and Mrs 
Kwan. 
2. The pragmatic Mrs Hui, living on her own without 
children, has to rely on a neighbour to accompony her to the 
clinic for consultation. That is the only person who knows 
of her health status. Mrs Hui described their relationship 
as one of ‘mutual benefit‘ as she would give her neighbour a 
treat in return for her company. 
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Mrs Fung and Mrs Chung, in the course of their illness, get 
to know some another women who are also recipients of 
psychiatric treatment. They give each other comfort and 
support. Between themselves, they exchange secretive 
information and heart-to-heart sharing. 
Discredited or discreditable? Felt or enacted stigma? 
The most helpful tool in understanding the respondents‘ 
strategies of information disclosure lies in the concept 
"felt versus enacted stigma" (Scambler & Hopkins, 1986). 
Using Scambler & Hopkins' differentiation (1986), like their 
epileptic subjects, the respondents in this study experience 
felt stigma more than enacted stigma. That is to say, they 
perceive disruptive effects due to discrimination from 
others more than they have actually encountered. 
Following Goffman‘s differentiation, our respondents 
are ‘discreditable‘ more than ‘discredited‘ (1968). That is 
to say, without a visible stigma like physical handicaps or 
prejudiced-against skin colour, our respondents will be 
discredited only when the information that they attend 一、 
psychiatric clinic is known. From the respondents‘ point of 
view, that is where the difficulties lie. 
Felt Stigma 
Mrs Ng has her own rationale by employing an active step to 
‘protect‘ herself. This is how she justified her strategy, 
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{Int: Have you let others know about your 
consultation?} 
Mrs Ng: ‘No, I dare not. I‘m afraid others might 
think I‘m doing something unusual or funny. That is, 
psychologically I think that way. My household 
members know, but not my relatives. When they ask 
where I'm going for consultation, I‘d say the 
orthopedic unit. That's all. ‘cause others think 
you‘re doing something unusual, but basically I'm 
very normal.‘ 
‘No, even my sisters don‘t know. For me, the closest 
are my sisters, they don't even know. I keep telling 
them I‘m consulting orthopedics. Not to say my 
neighbors, even those we've lived nearby for a long 
time don't know that. I've consulted this specialty 
for years. They knew that time when I consulted the 
cerebral unit, ” Where are you going?" ” I‘m going 
to the cerebral unit." Since I‘ve consulted here 
(psychiatry), I dare not tell others about this. It 
does not seem to be very good to do so.• [NG 3] 
"'Mr3 Ng, instead of telling the truth to her sisters and 
other neighbors, used the orthopedics as a cover-up. Her 
reason is "others might think she‘s doing something 
unusual". This is a good illustration of ‘felt stigma‘. 
Mrs Ng has not encountered any discrimination because of her 
psychiatric consultation as she has been keeping it as a 
secret from others outside her immediate family. Yet, the 
thought that others might have a million different thoughts 
and ways against her because she is attending a psychiatric 
OPD IS scary enough. 
Mrs Tsui shows another perfect example of ‘felt 
stigma‘. She adopts the similar tactics of non-disclosure 
when relating to her friends and workmates so as to ‘guard 
herself against extra pressure‘. In her words, 
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‘If I tell others that I‘m consulting psychiatry... 
for the learned, they may think that in Hong Kong 
many people have mental illness, right? But for the 
unlearned, they might say," this person is chee cin, 
don‘t talk too much with him.“ This‘11 give me even 
greater pressure. Now, if anyone really questions • 
me, I'd rather say," yes, my stomach is not very 
good, I need to go back for follow-up treatment.“‘ 
[TSUI 6] 
Enacted Stigma 
As the study on epileptics shows, enacted stigma in reality 
is far less actually experienced than felt stigma (Scambler 
& Hopkins, 1986, 1990). In the present study, only two of 
our respondents have been discredited when they disclosed 
the information of attending a psychiatric clinic. Mrs Chow 
and Mrs Kwun are the unlucky ones. 
Mrs Chow faces unapproving attitude from family members on 
her side and her husband regarding the issue of receiving 
psychiatric treatment. She insists on having treatment 
since she thinks she needs it and benefits from it. She 
unfolded one hurtful experience, 
'I've once told one of my friends. But she told the 
others that I actually consulted psychiatry. Since 
then, I decided not to tell anybody. 
It's because they don't understand what psychiatry 
is. It's not necessarily for those chee cin people. 
—Yet, others must be perceiving it like this: this 
woman consults psychiatry and is under medication. 
People talk behind her back, that‘s not very nice.’ 
{Int: It's not a very pleasant feeling.} 
Mrs Chow: ‘I really hate her. ’ [CHOW 5] 
Mrs Kwan‘s experience is more dramatic than the other 
respondents in the study mainly because she has an epileptic 
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daughter who in recent years is a frequent visitor to the 
psychiatric hospital. Mrs Kwan herself has also been 
admitted once. She recalled that after that admission, she 
felt that even general greetings from neighbors living on 
the same floor in a public housing block, are reluctant 
ones. She sensed them deliberately avoid getting into 
the lift with her and said she was chee cin. 
Mrs Leung is the only one who has disclosed her condition of 
seeking psychiatric treatment but did not receive any 
negative reactions or derogatory comments from her friends. 
3) Neurasthenia as a convenient label 
Neurasthenia as a diagnosis, is used to normalize the 
problematic experience they encounter. Respondent like Mrs 
Ng argued that it is not strange for people in an urbanized 
and busy city like Hong Kong to have neurasthenia where the 
pace of life is so fast. 
One challenge to the labeling perspective is that the 
labeled is not totally passive to the societal reaction of 
being labeled. On the contrary, it has been suggested that 
‘self-label‘ is a significant link in the process of 
labeling. This means that once the label is passed onto the 
labeled, the individual will ‘self-fulfil the prophecy‘. In 
the present study, as argued above, respondents show that 
they actively deny the label of being a psychiatric patient 
on a cognitive level； and in interaction with others they 
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purposely hide this label. It is thus not surprising to 
note that they do not self-label themselves as psychiatric 
patients. Yet, some respondents self-label themselves to 
have neurasthenia. This is seen to be a strategy, both 
cognitively and behaviorally employed to manage one's 
illness experience.丄 
Why is that respondents are afraid of telling others 
about the fact that they attend psychiatric clinic, yet they 
find it acceptable to admit that they are suffering from 
neurasthenia which, in its own right, justifies psychiatric 
treatment? How and from what sources do they perceive what 
neurasthenia is? What social function does this label 
serve? Among the seven respondents who self-label or admit 
themselves to be neurasthenic, Mrs Chung and Mrs Tsui‘s 
accounts are most elaborate and worth quoting. 
Causes 
Both Mrs Chung and Mrs Tsui constructed a ‘stress model‘ in 
understanding the formation of neurasthenia* From their 
personal experience, Mrs Chung and Mrs Tsui highlighted the 
worry and burden they had over their children whose health 
was ^ a serious problem especially when they were small. 
Financial difficulty is another common denominator which 
adds to their psychological pressure. The two respondents‘ 
1. It is not the point of the researcher to differentiate 
whether respondents use neurasthenia as a diaguise, or 
actually believe they are so. It is because one's 
underlying motive is almost impossible to detect, especially 
in a retrospective study like this one. 
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different conceptions lie in their comprehension of the 
‘precipitating factors‘ of neurasthenia. Mrs Chung argued 
that if one's physical resistance is not strong enough, say 
due to aging, she is more susceptible to become 
neurasthenic. This is used to account for her own situation 
as she believes that her health has deteriorated after 
years‘ of hardship. Yet, for Mrs Tsui, as a working lady in 
the labour force, she contends that nearly every working 
woman has neurasthenia. The deciding factor lies in whether 
one can relax and let go, in response to pressure from work 
and family . For her, she admitted 
that she could not. 
A convenient label 
Mrs Chung admitted that by telling others that she has 
neurasthenia is much easily accepted than saying she is 
under psychiatric treatment. This is quoted in [CHUNG 1]. 
As explained above, neurasthenia does not suggest having 
problem with one's brain, or simply, not mental problems. 
That is why, Mrs Chung‘s mother, who is living with her 
daughter, openly uses this term to tell other relatives, 
neighbors and causal friends that her daughter is suffering ^ � 
from neurasthenia and is on medication. Following that, Mrs 
Chung does not hesitate to let others know that she goes to 
the Prince of Wales Hospital to obtain medication. 
• For Mrs Tsui the diagnosis of neurasthenia and her own 
explanation of its formation help to normalize her 
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problematic experience, which is common to all working women 
in Hong Kong. Interestingly, she links different symptoms 
as incidents of neurasthenia. For instance, her sister 
suffers from hormonal secretion imbalance； and her 
sister-in-law insomnia, and heart pounding. 
Mrs Ng is another respondent who uses neurasthenia as a 
label to normalize her health status. She quoted her • 
general practitioner and the neurologist as sources of 
granting her the label ‘neurasthenic‘. Like, Mrs Tsui, she 
argued that neurasthenia is commonly found among urban 
dwellers because ‘life is tense and the pace of life is 
fast.‘ 
The lay usage of the term neurasthenia has been neatly 
summarized in Cheung's article, 
‘Neurasthenia destigmatizes the expression of 
psychological and psychiatric problems. Its broad 
range of associated symptoms as well as its ambiguous 
references allow for a subtlety in communication 
.which leaves room for face-facing. Its implicit 
connotations may partly explain why it is accepted in 
the Chinese folk culture while its imprecision fails 
to maintain its utility in the Western psychiatric 
taxonomy.’ （1989:239) ^ � 
4) Secondary Gain 
So far the chapter tries to discuss strategies employed by 
the respondents to manage their illness experience. They 
are basically, cognitive and behavioral mechanisms 
attempting to dissociate themselves from the status of being 
a psychiatric patient. It is, thus, interesting to discover 
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that one respondent, Mrs Kwok, on the contrary takes 
advantage of her health status to ‘bargain‘ for her benefit. 
This shows the ‘creativity‘ of human agency. 
Mrs Kwok, at the beginning of the interview, described 
herself as facing different sources of pressure from her 
family members: from her daughters, she feels great burden 
over their educational performances； regarding her husband, 
she worries over his health who is a heavy smoker and stays 
out late at night; the inost troublesome one being her 
mother-in-law who is said to be unreasonably assertive and 
demanding. The latter though has been given some money and 
was sent back to stay with relatives in Mainland China, 
tried to get back to live with the Kwoks after a few 
quarrels inside the country. Mrs Kwok, repeatedly lamented 
over the agonizing relationship with this old lady. 
Mrs Kwok threatened others that she might not be able 
to control herself due to her chee cin inclination. This, 
in a way is a tactic, to demand what she wanted from them. 
To her daughters, her message was, 
‘sometimes when I can't control my temper, I'll say 
功 to my girls," you know, mum‘s a bit chee cin. Don't 
you believe I'll stab you ？ " This, I'll say to my 
girls and "don ‘ t infuiriate me to the point that I ‘ 11 
stab you. If that happens, even though I‘m not chee 
cin now, would easily become one then. •” 
[KWOK 4] 
Mrs Kwok in the above quote, tried to blackmail her 
girls to be good since one day mum might not be able to 
control herself and hurt them if they enraged her. As her 
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troubled in-law problem, Mrs Kwok tried to impress her 
sister-in-law that due to her 'susceptibility to craziness‘, 
she could not possibly house the mother-in-law any more. 
Following the above quote [KWOK 4], she continued, 
•That is at the same time, I've said this in front of 
my sister-in-law, and also in front of my mother-in-
law that now, I‘m really really consulting 
psychiatry. Doctors at the hospital think that I 
have problem in this area, that‘s why I am asked to 
consult this specialty. Then, I said," besides the 
burden of taking care of my two daughters, I hope you 
won't give me extra pressure.” I've showed them my 
psychiatry appointment card just to prove that I am 
not cheating them.‘ 
Mrs Kwok, as reported in the above section, did not 
seem to doubt that she has problem in mental functioning. 
By appealing to the authority of the medical professional, 
she tried hard to tell the persons concerned that there was 
enough medical evidence for them to grant her special 
consideration for certain matters. 
She continued to tnake a hypothetical situation in order 
to push her position one step further, 
‘What if I really reach that stage, maybe I really 
become chee cin, I just couldn't guarantee what I 
"would possibly do. I said these days there are so 
many stories of people being stabbed. To the 
healthy, they may question how that is possible. But 
I‘d say if one has not lost his mind, say under the 
normal healthy situation, he will not do such things. 
Only when he is completely out of his mind, will he 
do that. I don't know whether one day I'll become 
like that. I dare not guarantee I'll not be like 
that one day.‘ [KWOK 5] 
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Not just hypothetically putting herself in the shoes of 
those chee cin people, Mrs Kwok also gave actual examples of 
finding herself getting out of control, 
•I discovered that sometimes I‘m very impulsive and 
can't control myself. Sometimes, when I scolded my 
elder daughter, I actually beat her and pulled her 
hair. Really I don't understand why. At that time, 
I really have lost some control, though not totally. 
Sometimes, I'm very fearful. Sometimes I really go 
crazy and can't control myself.‘ [KWOK 6] 
Mrs Kwok, might have actually perceived the potential 
danger of losing control. What I try to point out here is 
that, as a patient attending the psychiatric OPD, she is 
also capable of making use of that status for self benefit 一 
reason' for not capable to take on extra burden in caring of 
her mother-in-law. 
Apart from Mrs Kwok‘s making use of the label of 
attending psychiatric clinic, Mrs Kwan is fully aware of her 
I gain' or ‘benefit‘ as an ex out-patient. At the point of 
the interview, Mrs Kwan was on temporary termination of 
treatment. This means that she can return to the clinic for 
treatment within a year's interval if such need arises. At 
the end of the interview, she made it very clear that she 
has been having puffs coming out from her nose, she said she 
would definitely go back for treatment if that phenomenon 
continued and it aroused other's attention. Being aware of 
this ‘benefit‘ or ’right’ for treatment is also one 
management strategy that Mrs Kwan employed. 
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Chapter 6 - Conclusion and Discussion 
As a conclusion, this chapter will first highlight some 
of the findings of the study. They are the management 
strategies employed by the respondents to cope with the 
illness. Then, a critical evaluation of the labeling 
perspective as a conceptual tool in understanding neurotic 
, out-patients will be followed. Practical implication and 
ideas for further research will also be suggested towards 
the end. 
ILLNESS MANAGEMENT 
This study focuses on illness management. Strategies which 
respondents employ to manage her illness are discovered. 
The study argues against the everyday generalized conception 
of "people with mental problems" as chee cin (crazy), 
violent, unpredictable and dangerous. By choosing a milder 
form of mental illness, neurosis or disorder related to 
anxiety> the study reveals that these thirteen women, under 
psychiatric treatment, were generally capable of managing 
their own lives. Findings of this agree with the basic 
theoretical assumption of the interpretive approach to the 
study of social life. In this, it is strongly believed that 
actors are active, capable and creative in constructing 
their own social reality. This construction is an on-going * 
process. In the area of managing one's health and illness, 
conceptually, this is •studied' and arbitrarily divided into 
two phases: 1) an interpretive process of defining her 
health situation, which takes place in the context of 
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specific situations and interaction with significant others； 
2) when approached public psychiatric treatment, strategies 
she employs to cope with the social stigma of being a 
psychiatric patient (or out-patient). Under the topic of 
management, these two phases are termed management of the 
symptoms and management of the label respectively. 
Management of the Symptoms 
Approached from an interpretive paradigm, with special 
reference to symbolic-interactionism, this ‘interpretive 
process‘ of symptoms is taken to be a dynamic process 
inv61ving not just one‘s cognitive capacity in identifying 
symptoms and deciding the course of medical treatment. In 
addition, an interplay of components like the specific 
situation upon which the problematic experience occurs, 
influence of significant others, and patient's biography 
operate. From the retrospective accounts of the respondents 
via a construction or reconstruction of their reality, the 
relative importance of each component is found to vary with 
cases. Instead of presenting a descriptive account of all 
the" cases, a level of abstraction has been attempted. This 
is the typology of 'felt need of public psychiatric 
treatment‘. Three groups of respondents are identified. 
One group expressed no such need； one group was not sure; 
the last group acknowledged such a need« The study reveals 
that this definition of perceived need is not static as the 
components involved are not static. What comes next is some 
» 
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of the highlights of each component. 
1. Cognitive aspect of identifying and interpreting symptoms 
Some patients identified themselves as suffering from 
physiological disorder. Some, still do, even after Some 
years of receiving psychiatric treatment. Others identified 
themselves to have emotional or psychological disturbance. 
For those identified physiological problem, they sought 
medical help and up to a point that they were disappointed; 
and with the intervention of other factors, they turned to 
psychiatry. 
2. Besides the cognitive aspects, situated meaning is 
significant. This is to highlight the specific situation 
upon which the problematic experience takes place; and the 
symbolic meaning the actor imputes to it. e.g. In the 
Emergency ward, the doctor-in-charge suggested and referred 
Mrs Leung to the Psychiatric OPD. This certainly carried 
some weight as the doctor appeared as an authority figure 
intervening at the patient‘s crisis situation. In another 
case, after an unsuccessful suicidal attempt, Mrs Tang was 
weak and longed for a warm male figure to comfort. Upon 
thi 月 situation, a psychiatrist appeared and with no surprise 
his "consultation" became a significant factor in 
encouraging Mrs Tang to continue psychiatric treatment. The 
disappearance of him changed Mrs Tang's definition and 
perceived need of psychiatric treatment. 
3. Biography. Mrs Kwan, emphasized the fact that having a 
daughter who was a frequent visitor io psychiatric hospital 
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helped her to be more alert of her own psychiatric symptoms. 
This made her clearly recognize her need of psychiatric 
treatment. Mrs Fung has always been seeing herself as a 
persevering and strong-willed woman. Upon the early stage 
of her disease, she could not tolerate the feeling of not 
capable to control her unwarranted emotion of fear due to 
loosing of hair. She thus inferred something was wrong, 
maybe psychologically. This made her turn to psychiatry. 
4. Significant Others 
Many of the significant figures that had an influence on our 
respondents‘ decision for psychiatric treatment were members 
of the immediate family. Some were more encouraging and 
sympathetic than others. The most outstanding example is 
Mrs Au‘s husband who strongly advised her to consult 
psychiatric treatment. Other cases demonstrate a supporting 
spouse in the background though they may not be as 
"outspoken" as that of Mrs Au. 
Some significant others belong to what Goffman called 
the ‘own‘ (Goffman, 1963). They are also members of the 
stigmatized group who are recipients of psychiatric 
treatment. In this study, some respondents came to know 
people who were under psychiatric treatment before they 
were. In a way, the living example of this "own" group 
• "normalized" the stigma and "encouraged" our respondents to 
come for treatment. In the study, they are the sister-in-
law of Mrs Tsui, the distant relative of Mrs Fung and the 
lady boss of Mrs Au‘s husband. This corresponds to what 
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Freidson called the ‘lay referral system' (Freidson, I960), 
He describes the process of seeking medical help as 
involving a group of potential consultants. This usually 
starts from the immediate family and extends to more 
authoritative lay persons. This is in contrast to 
. consulting medical professionals as expected among the 
medical circle. 
Not all of the respondents‘ family members were 
supportive of their medical treatment. For example, the 
husband and siblings of Mrs Chow were not in favor of her 
coming for treatment. In response to this, Mrs Chow 
presented herself to be persistent with her own decision and 
defended her action. 
The neighbour of Mrs Chung and a lady whom Mrs Fung 
• met at the church gathering are also under psychiatric 
treatment. With this category of the "own", our two 
respondents felt freely to share their own experience, and 
management strategies. As Mrs Chung put it, “ other healthy 
people wouldn't understand our situation» Between us, we 
have mutual understanding.” 
Another group is called the 'wise‘. They are 'persons 
who are normal but whose special situation has made them 
intimately privy to the secret life of the stigmatized 
individual and sympathetic with it, and who find themselves 
accorded a measure of acceptance, a measure of courtesy 
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membership in the clan' (Goffman, 1963:41). Dr. Nice and the 
nurse friend of Mrs Chung are two examples. They encouraged 
Mrs Chung and Mrs Tang to commence and continue with 
psychiatric treatment. 
Other Actions Employed Regarding Illness 
Besides medical treatment, psychiatric and non-psychiatric, 
the respondents employed other remedies to manage their 
problematic experience. Some of these are worth discussing 
in the light of the Chinese cultural system. It has been 
generally understood that the state of harmony and 
equilibrium with individuals and nature is the basic value 
orientation of traditional Chinese culture (Lii, 1990). 
Health is not just confined to the body. It also includes 
an element of harmony, not just within oneself, but with 
individuals, the immediate environment and the nature or 
universe. Efforts at all levels should be made to attain or 
remain the state of harmony. 
Attempts of this kind are reflected in some of the 
respondents‘ actions. Feng-shui was consulted； spirits 
were worshiped. When asked why they engaged in those 
劣 、 
activities, respondents replied that they tried to see if it 
worked. 
Management of the Stigmatized Label 
It is argued here that, in consistent with the theoretical 
perspective of symbolic-interactionism, emphasis should be 
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placed on the dynamic process an actor faces in the context 
of structural factors and interaction with people around 
him. The labeling theory, though drawing on the assumptions 
of symbolic-interactionism, seems to place too much weight 
on the societal reaction towards mental illness, thus 
neglecting the essential element of human agency that the 
perspective holds. This ‘constructing or creative‘ capacity 
is fully revealed in the analysis of how psychiatric out-
patients manage the stigmatized label. Four broad groups of 
management strategies are identified in the study. 
1) Cognitive strategy 
The respondents argued back and forth that they were not 
cina'zy r chee cin. Some of them resorted to a physiological 
reason versus mental malfunctioning for consulting 
psychiatry. Others came up with a functional criterion: 
disassociating themselves from the crazy type as they were 
capable of performing certain duties that o.rQ not possible 
for the latter group. Some, cited what they believed to be 
the ‘unacceptable‘ behaviour of the insane so as to separate 
themselves from them. 
2) Information Control 
劣 -
Borrowing Goffman‘s distinction of the ‘discredited‘ and 
•discreditable', the psychiatric out-patients in this study 
belongs to the latter group. Though without any physical or 
observable stigma, the respondents' differentness could not 
be directly discredited, they still suffered from a ’felt 
stigma‘. That is to say, they were apprehensive of letting 
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others know about their health situation, in the fear of 
being classified to be the crazy (chee cin) type. The 
degree of disclosing their health situation and behaviour of 
seeking psychiatric consultation and drug—taking was an 
active� mechanism of protecting themselves. The extent of 
disclosure varied with the level of relationship: non-
disclosure at work level, highly selective among friends and 
almost total openness within one's immediate family circle. 
With partial disclosure, half truths such as telling 
the obvious without telling the essential were told. For 
instance, when respondents were seen by neighbors on the way 
to psychiatric consultation, they would describe the 
destination, that is, the Prince of Wales Hospital, but not 
the purpose of getting there. 
3) Neurasthenia as a Convenient Label 
A few respondents openly admitted they were neurasthenic or 
• suspecting to be so. They came up with a ‘stress model‘ in 
explaining the causes of neurasthenia, and thus excusing 
themselves from the moral responsibility of falling sick. 
This is in accordance with Parson‘s Sick Role concept 
(Parson, 1951). The stress model developed attributed 
th^ir sickness to demands imputed on them from various 
sources. They were such as taking care of the children's 
physical health and worry over their educational 
achievement； helping out the finance of the family by 
working at home and etc. Mrs Tsui who worked part time even 
came up with a ‘theory‘ that nearly all working women in 
Hong Kong are highly susceptible to neurasthenia. The broad 
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and ambiguous definition of neurasthenia, was used which 
included various symptoms. It was reported to be more 
acceptable as a diagnosis and reason for treatment. 
4) Secondary Gain 
It is seen that one respondent, though on one hand, strongly 
argued that she did not have any mental problem, on the 
other hand, used the reason of receiving psychiatric 
treatment to impress on and demand from others what she 
wanted. 
THEORETICAL CONSIDERATION 
An Interpretive Approach 
.一•？ ~ 
It is argued here that the application of an interpretive 
paradigm to the study of illness management is a lot more 
revealing that a positivist approach. An interpretive 
approach holds that reality is socially constructed by 
actors with an interplay of components like situated meaning 
and interactional context. The traditional medically-
centered research is usually built on a positivist approach. 
The focus is to correlate socio-demographic or individual 
psychological attributes with certain medical behaviour as a 
way of drawing causal explanation. No place is given to 
meaning and the subjective interpretation of one's 
experience. 
By adopting an interpretive approach, the study has 
attempted an insider's account of making-sense of and 
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managing one's experience. By forging a case study, it 
highlights or illuminates the relative importance of each 
significant component in different setting. This is 
valuable for an exploratory study like this as it gives 
concrete example and insights to the mechanism involved in 
arriving decisions and "explaining" human behaviour in the 
area of health and illness. 
Labeling Perspective: Who's right and who's wrong? 
The essence of the labeling perspective lies in the analysis 
of the impact of societal reaction on the stigmatized. The 
labeling process is studied from the concept of primary and 
secondary deviance. According to the labeling perspective, 
a label is granted by others upon identification of primary 
deviance. This takes the form of a diagnostic label in the 
area of medical affairs or a judicial verdict for criminal 
offenses. Upon the reception of this label, it is held that 
social pressure exerts on the labeled to the extent that his 
subsequent behaviour will be largely conformed to what 
society expects deviants to do. This results in secondary 
deviance. For people with mental problems, secondary 
deviance means acting as what society generally perceives 
crazy people would behave； such as unpredictable and violent 
actions. For the ex-criminal, secondary deviance points to 
another criminal offense. 
The labeling perspective has been a widely used 
conceptual tool in analyzing mental illness. When it is 
applied to the present study of a milder form of mental 
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illness, it fails to provide satisfactory descriptions to 
the process of primary and secondary deviance. Put in a 
question form, it does not seem to account satisfactorily in 
the following areas: What is the label? Who is the 
labeler? In what ways does the labeled conform to the 
social labeling effect? Or does the labeled have some 
bargain power over the label? 
When the concept primary deviance is applied to the 
present study, it is to identify the process in which a 
stigmatized label is given to the patient. In the context 
of psychiatric service in Hong Kong, public psychiatric 
treatment is operated on a medical referral system. It 
took Some time before the respondents reached the care of 
psychiatry. It does not seem to be easy to identify a 
specific point in time or occasion that the label relating 
to or suggesting of psychiatric illness was passed on them. 
In their retrospective accounts, it is learned that 
before their contact with psychiatry, no medical 
professionals have passed any psychiatric label or even 
suggested they had psychiatric illness. This applies to 
respondents from all sources of referral； and regardless of 
whether the respondent voluntarily sought public psychiatric 
treatment or not. In fact, for certain referral, the 
doctor-in-charge made extra effort to assure the respondent 
that she was not suspected of any psychiatric illness. They 
were referred for check-up they were told. When the label 
of psychiatric illness has not been passed, neurasthenia has 
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been used by some general practitioners as reasons for 
referral. Yet, as explained above, this is taken to be 
fundamentally different from psychiatric illness and does 
not bear similar stigma as the latter holds. 
Even when the respondent reached the specialty of 
psychiatry, no diagnosis was given by the psychiatrist 
except that of neurasthenia. When asked whether they knew 
what they were suffering from, most respondents said they 
did not know. They said the psychiatrist has not told them 
and they have not asked about it. 1 Therefore, it seems 
that to our respondents, no psychiatric label has been 
passed on them as such. 
As the concept of secondary deviance is concerned, 
respondents in the present study during the course of 
psychiatric treatment, have not conformed to the general 
conception of how chee cin people act. The stereotyped 
behaviour of the latter are such as stabbing, and other 
violent acts. Three of the respondents, at the point of the 
interview, have terminated treatment temporarily as the 
psychiatrist diagnosed that they have shown reasonable 
劣 、 
1.As the symbolic interactionist approach holds encounter 
between patients and physicians is a symbolic interaction 
worth studying. This, though has not been studied in detail 
in the present research, information collected reflects the 
unbalanced power relationship between the patient and the 
psychiatrist. This can be revealed in the following typical 
dialogue. Intervieweir: "what has the psychiatrist said about 
your situation?“ Respondent: "well, he hasn't said much； 
and I haven‘t asked. Most of the time is the doctor who 
asks questions» I haven't thought of asking him questions." 
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improvement. Some respondents have been continuing with 
their treatment for a fairly long period of time (5 
respondents have been attending the clinic for over 3 years) 
without incidents of hospitalization or reported violent 
behaviour of any kind. In other words, the respondents did 
not seem to exhibit evidence of secondary deviance. On the 
contrary, the study findings highlight the importance of 
the management strategies employed by the respondents in 
coping with their illness experience. This can be 
interpreted as helpful in protecting the respondents from 
secondary deviance. ‘ 
I argue, thus, in the light of the concept of primary 
and secondary deviance incorporated in the labeling 
perspective that it does not serve to be a helpful tool in 
understanding the subjective experience of the psychiatric 
out-patients studied. It is also aware that the information 
in the present study is obtained through respondents‘ 
retrospective accounts. Thus, though the labeling process 
cannot be identified from the information they provided, one 
cannot be absolutely certain that it has not taken place. 
Yet, in consistent with the theoretical perspective, that 
of the interpretive approach, emphasis in the present study ^ � 
is given to the actors' subjective perception and 
construction of their social reality. 
Scambler and his associate's (1986,1990) 
conceptualization of "felt stigma" seems to be a more 
appropriate and useful tool in understanding the 
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respondents‘ experience. Most of the respondents did not 
see themselves as psychiatric patients. Yet, they 
expressed the fear of letting others know that they 
consulted psychiatry. Or, put differently, it is the status 
of "attending psychiatric out-patient clinic" rather than 
being a mental patient that concerned our respondents. 
Though cognitively they differentiated themselves from 
psychiatric patients, it was the fear of being perceived as 
one that made most of them come up with different strategies 
to conceal their health situation. They did not, as the 
labeling perspective holds, upon being labeled as mentally 
ill, acted as the so labeled. On the contrary, as shown in 
the study that, in the first place, they have not been 
formally labeled as mentally ill. Furthermore, they 
actively refuted this implication. 
PRACTICAL IMPLICATION 
Mental Health Care 
The study shows that on a theoretical level, how one 
perceives and interprets her symptoms affect her decision 
for treatment or not; and if yes, what kind. This 
irrterpretive process draws on one's stock of knowledge at 
hand. In this respect, it relates to one's concept of 
health and mental health. The lay typification of "people 
with mental problem" equals to that of the "chee cin" which 
is conceived to be dangerous. This affects people‘s 
willingness to seek psychiatric treatment. It is suggested 
here that the concept of mental health should be more widely 
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educated to the community. This may include the concept of 
psychological well-being, types of psychiatric illness, 
simple way of coping with stress and general introduction of 
psychotropic drugs and etc. 
It is aware that public education like this kind has 
been launched by government departments like the Center 
Health Education Unit of the previous Medical and Health 
Department, Social Welfare Department and professional 
bodies like the Mental Health Association of Hong Kong 
I 
(see, Lewis, 1986). Yet, it is believed that more public 
talks, seminars, exhibitions should be organized to reach 
the community level. It is suggested here that the matter 
can be approached either from the Western or traditional 
Chinese medical model.^ More than that, the concept of 
health or in general te^ rms, well-being, does not necessarily 
belong to the domain of medicine. It can be approached from 
the scope of culture and religion. 
« 
As our study findings show, people tend to be more 
readily recognize and act on physiological symptoms rather 
than emotional or psychological ones. The latter kinds were 
considered to be "not sickness as no pain was involved". It 
1. A Clinical Psychologist, trained under the Western 
medical system； articulated a very stimulating view towards 
the quest of well-being. He argued that mental health 
professionals in Hong KOng, mostly trained and adopted 
western concept of health, should not hold to their 
conception of well-being as the only way of life. Each 
individual should be respected to choose and live their life 
in context of own cultural and religious value. (see Tsang, 
1986) 
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is not arguing here that psychiatric treatment is a solution 
nor blessing for every problem. Medical treatment and that 
of psychiatric kind is but one of the many ways. Yet, more 
information about the nature, purpose of psychiatric 
treatment will at least make the lay people aware of one 
more alternative. If they decide to seek medical treatment, 
at least they would not waste time on switching from one 
field of medicine to another. The lay public should also be 
informed about the availability of public and private 
psychiatric service in Hong Kong. 
Hospital Administration 
Two aspects of the hospital administirative systems have been 
suggested by the respondents for change. They are 1) the 
system of rotating the psychiatrist-in-charge within a 
certain period of time (for some cases, this takes place 
every six months). This was illustrated by Mrs Tang‘s 
experience. Due to a change of psychiatrist she wanted to 
quit treatment altogether. Other respondents also 
expressed dislike to have their psychiatrist changed, It 
was reported that this created uneasiness and it took time 
to build up the trust they had. 1 
2) As requested by Mrs Chow, there should be a change of 
name of the branch of department. The title of Psychiatry, 
as (^^ ) in Chinese is associated with mental 
1. Mrs Tang‘s case and other respondents personal 
experience provide valuable information for the study of 
doctor-patient relationship. 
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functioning. This, as almost all our respondents would 
deny, were accurate description of their health situation. 
Or, in other words, this did not seem to match their reason 
for consultation. That is, they did not have problems in 
mental functioning. Mrs Chow, then, suggested that there 
should be a new name signifying treatment for - people with 
problems in their emotion ( 特 s ^ 办 or psyche (Ai^  姆 躬 个 
This would help to minimize the stigma of attending 
psychiatric clinics. 
LIMITATIONS OF THE STUDY 
What has not been dealt with? 
This study has not dealt with some heated issues in field of 
sociology of mental disorder. They are such as: how mental 
illness is defined; what is its social causation; the power 
relationship between the "receivers" and "providers" of 
psychiatric treatment； and the influence of gender on 
illness management. The study basically concentrates on 
providing an insider‘s point of view, thirteen women‘s 
personal accounts of being diagnosed as having psychiatric 
illness. 
Lilnaitation of time and resources 
It is also realized that some of the interviews taken place 
in the setting of the psychiatric OPD, the researcher may be 
somehow associated as somebody from the medical circle, say 
as a medical student. As a result, respondents might feel 
the obligation or expectation of complimenting the medical 
service at the OPD or saying something they believe to be 
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I 
acceptable or in accordance with the medical view.丄 As my 
personal experience tells, it is better to avoid using 
medical setting in 羊u/buu-e research of this kind. 
Due to the limitation of time, respondents were 
interviewed only once. It is aware that rapport between the 
interviewer and informant takes time to build； and that will 
affect the ‘quality‘ of the information collected. As the 
study is limited by time, the sample has to be confined to a 
specific group of patients. Only married women, from 
supposedly lower middle class were interviewed» 么 The 
influence of socio-demographic factors on illness management 
has not been explored. 
SUGGESTION FOR FURTHER RESEARCH 
As an interpretive theoretical stance is adopted in this 
kind of research, emphasis is placed on the dynamic process 
that actors take part in the construction of social reality. 
Therefore, a longitudinal research design is better than a 
cross-sectional one. Respondents will then be followed-up 
^ 
1. This "problem" has also been encountered by others. 
Cornwell (1984), for example, asked questions and thus 
collected information originated from two different 
"expectations": public accounts and private accounts. For 
detail, see Chapter 3. 
2. Lower middle class is a gross generalization built on 
impression: such as most of them lived in public housing 
estate or village house； some expressed difficulties in 
affording private psychiatric consultation & the utilization 
of public health services due to financial reasons. 
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and interviewed during a period of time, say one year. 
This will provide valuable information on the illness 
experience. 
The study shows that the labeling perspective does not 
seem to give satisfactory accounts to the subjective 
experience of the out-patients studied. Their behaviour 
did not seem to match with evidences of the secondary 
deviance. It is suggested to study the neurotics who are 
either hospitalized or have been admitted to psychiatric 
wards. It is because according to the labeling perspective 
they are the victims of the labeling process. To contrast 
their in-patient experience with that of the out-patients 
may throw lights on the circumstances under which the 
labeling effect operates. 
This study is confined to married women in Hong Kong 
Chinese families. There are some characteristics of our 
respondents in the context of the family situation that have 
not been explored in this study but worth further research. 
For example, some of our respondents attributed their 
problematic experience to poor marital relationship, 
es^pecially husband ‘ s unfaithfulness. Being lower middle 
class housewives, ten out of thirteen of our respondents 
were not financially independent. They expressed worry and 
concern over the financial situation of the family. The 
bond and responsibility of these mothers over their 
children, I suspect, are more characteristic of the Chinese 
culture than just incidence of the ‘abnormality‘ of these 
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patients. These were manifested in their tremendous burden 
over their children at every stage of their growing-up: at 
the stage of infancy, physical health; schooling, 
educational achievement； adolescent, dating pattern; 
adulthood, marriage opportunity. Are the above elements 
unique to middle class housewives in a Chinese community of 
Hong Kong? Cross-cultural comparative studies of similar 
respondents would be revealing. 
This study demonstrates a shift from the positivist to 
interpretive approach to the study of illness. As explained 
in the Introduction Chapter, this was an unplanned 
happening. The question of integrating the two approaches is 
arr issue worth considering. For instance, in the study of 
illness management, after a qualitative study on strategies, 
methods like structured questionnaires can be used to 
collect quantitative data on the same topic. This view is 
also shared by Tseng and Wu when they suggest a ‘dual 
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APPENDIX A 
Comparison of the DSM-III Class of Anxiety Disorders 
and ICD-9 on Neurosis 
DSM-III ICD-9 
Anxiety Disorders Neurotic Disorders 
« 
1. Phobic Disorder Phobic state 
2. Obsessive—Compulsive Disorder Obsessive-Compulsive Neurosis 
3. Panic Disorder Anxiety state 
4. Generalized Anxiety Disorder — 
5. Post-traumatic Stress Disorder 一 
6. Atypical Anxiety Disorder -
、—卞 - 4 -
Somatoform Disorders 
1. Somatization Disorder 一 
2. Conversion Disorder Hysteria 
3. Psychogenic Pain Disorder -
4. Hypochondriasis Hypochondriasis 
5. Atypical Somatoform -
Affective Disorders 
Dysthymic Disorder Neurotic Depression 
Neurasthenia 
Depersonalization Disorder Depersonalization 
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APPENDIX A 
Diagnostic Criteria for Generalized Anxiety Disorder 
1. Generalized, persistent anxiety is manifested by symptoms from 
three of the following four categories: 
(a) motor tension: 
shakiness, trembling, tension, muscle aches, fatigability, 
eyelid twitch... easy startle... 
(b) autonomic hyperactivity: 
sweating, heart pounding or racing, cold, dry mouth, 
dizziness, paresthesias, upset stomach, frequent 
urination, diarrhea, a lump in the throat, flushing high 
resting pulse and respiration rate. 
(c) apprehensive expectation: 
anxiety, worry, fear, rumination an卢 anticipation of 
misfortune to self or others. 
(d) vigilance and scanning: 
hyperattentiveness resulting in distractibility, 
difficulty in concentiratioii, insomnia, feeling ‘ on 
edge', irritability, impatience. 
12. The anxious mood has been continuous for at least one 
month. 
3. Not due to another mental disorder, such as a depressive 
disorder or schizophrenia. ' 





Brief Summary of Quantitative Findings 
Source of database 
In 1990, the Department of Psychiatry at the Prince of 
Wales Hospital carried out a survey of basic information of 
active outpatients attending the Li Ka Shing Specialist 
Psychiatric Clinic. A total of about 500 active out-
patients • information was surveyed which included general 
information like first appointment at clinic; sex; date of 
birth; diagnosis according to DSM IIIR； and drugs used. 
From results of this simple survey, cases suitable for the 
present study is identified. Namely, those diagnosed as 
suffering from dysthymia (i.e. neurotic depression), 
generalized anxiety disorder, and adjustment disorder are 
included. Or in other words, those suffering from psychotic 
disorders like schizoprenia, mental retardation, organic 
mental disorder； and other neurotic disorders such as sexual 
disroder, personality disordei:, sleep disorder were 
excluded. The exclusion criterion was applied primarily to 
cut off cases which were not mainly caused by mood 
disturbance. 
Out of the 500 cases available, 143 cases were selected 
-to be relevent to the present study. They met the criterion 
listed above. From these cases, 111 patient‘s records were 
successfully searched from the filing cabinets of the clinic 
and the Central Registry Office of the Prince of Wales 
Hospital. 33 case's records were unable to be identified, 
suggesting that they might be lost or on loan to other 
department at the hospital. 
From 8th to 26th November, 111 relevent cases‘ medical 
records were stuided to draw out the following information: 
1. date of first appointment at clinic 
2. date of last appointment at clinic 
3. sex 
4. date of birth 
5. marital status 
6. education 
7. occupation 
. housing type 
9. religion 
10. source of referral 
11. date of referral 
12. mode of clinic attendance behaviour 
The above are factual data. From which, 3 variables 
(in months) are computed: 
1. age = date of first appointment at clinic 一 date of birth 
2. waiting time = date of first appointment at clinic — 
date of referral 
145 
3. duration of clinic attendance = date of last appointment 
date of first appointment at clinic 
DESCRIPTION OF PROFILE • 
Diagnosis 
Among the 111 cases studied, a majority fell within 2 
diagnoistic categories； 49 (44.1%) suffered from General 
Anxiety Disorder; 40 (36%) suffered from Dysthymic, i.e. 
neurotic depression. 11 cases (9.9%) were diagnosed as 
having Adjustment Disorder. Others dispersed among 
Conversion Neurosis, Anxiety Disorder Not Specified, 
Agoraphobia and Dissociative Disorder. Since there were 
only very few, (2 to 3) in each category, they would be 
grouped under the category of ‘others‘ for the sake of 
analysis. 
That is to say, 3 broad diagnoistic categories were 
identified in the present study i.e. the General Anxiety 




Among the sample studied, over one-third (85 cases 
comprising 76.6%) were female. Only 23.4% (i.e.26 cases) 
were male. 
2) AGE 
The sample was quite dispersed with its mean age of 40.3 
years, standard deviation of 12*5 years' ranging from a 
maximum of 74 to a minimum of 16. About 50% of the patients 
fell between 31 to 50 years of age. 
3) MARITAL STATUS 
Most of the patients (74.8%) were currently married when 
they first attended the clinic. 16.2% were never married or 
single; with 4.5% divorced and another 4.5% widowed. 
4) EDUCATION • 
There was no record of 25 (i.e. 22.5%) patient's education 
level. For the rest of the sample, 12.8% (11 cases) did not 
receive any education; 24.4% were not able to complete 
primary school while 18.6% completed the 6-year primary 
education. As the 5-year secondary education system in Hong 
Kong is concerned, 23.3% of the patients failed to complete 
it; while 12.8% successfully attained that level. Only 8.1% 
(i.e. 7 cases) of the sample obtained tertiary education 
including post-secondary training like teacher‘s 
certificate, diplomas at the Hong Kong Polytechnic and 
university degrees. 
The mean year of education is 6.7; suggesting that on 
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average the sample patient has finished primary schooling. 
The standard deviation of 4.3 years shows that there was 
great diversity within the sample. 
5) OCCUPATION 
Occupation classification follows that used by the Hong Kong 
Census Department. More than half of the sample, (i.e. 
50.5%, with 56 cases) were housewives. As economic 
(un)productivity is concerned, 9.9% of the sample were 
unemployed； 5.4% were retired and 1.8% were students. Among 
the working patients, the largest occupation group is the 
production and related workers, transport equipment 
operators and labours, which took up 13.5% (or 15 cases) of 
the sample. Clerical and related workers came second, 
representing 7.2% (or 8 cases) of the sample. For other 
occupational groups, the sample was consisted of 4.5% (or 5 
cases) professional, technical and related workers； 2.7% (or 
3 cases) sales workers and 2.7% (or 3 cases) service 
workers. 
6)HOUSING TYPE 
More than half of the sample came from public housing 
estates (54.1%). 32.4% lived in private housing. Another 
12.6% stayed in village house. 1 patient stayed in 
institution. (??) 
-?) RELIGION 
79.1% of the sample self-reported to have no religion as 
recorded on a fact sheet filled in upon their first visit to 
the clinic. 9.1% claimed themselves to be Protestants and 
6.4% Buddhist; 3.6% Catholics; 1.8% Taoist. 
Illness-related behaviour 
1) SOURCE OF REFERRAL 
5.7% of the cases was without referral, that is to say, 
their psychiatrist directly requested the clinic staff to 
make appoinment for them. The psychiatrist might have 
contacted them elsewhere through friendship or other unknown 
sources. 
Other than that, the new patients at the clinic were 
referred either by: other departments at the Prince of Wales 
Hospital (44.7%)； General Practitioner (16.2%)； other 
^general hospital or health clinic (14.3%)； other psychiatric 
institution (10.5%)； or private psychiatrist (4.8%)； other 
specialist doctor (1.0%)； or from other unspecified sources 
(1.9%). 6 cases‘ source of referral was missing. 
2) WAITING TIME - BETWEEN THE DATE OF REFERRAL AND DATE OF 
FIRST APPOINTMENT AT CLINIC 
The waiting time was calculated in months by counting from 
the date of referral to the date of first appointment at 
clinic. Due to incomplete recording of either one of the 
above dates, 18 cases (or 16.2%) were missed from the 
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calculation of this statistics. 
Other than that, 18.3% of the recorded cases having O-month 
waiting time, that is to say, they were referrred to the OPD 
� c l i n i c within the same month. The less fortune ones waited 
for: one month (23.7%)； two months (21.5%); three months 
(11.8%)； four months (12.9%)； five months (7.5%); six months 
(2.2%) and seven months (2.2%). The mean waiting time is 
2.2 months, with standard deviation of 1.78 months. 
3) DURATION OF CLINIC ATTENDANCE 
Duration was also calculated in months by counting from the 
date of last appointment at clinic to the date of first 
appointment. The mean figure for duiration of clinic 
attendance is 28 months. With its minimum at 0 month and 
maximum at 76 months suggests that the distribution of this 
statistics spreads out widely. This is reflected by a 
standard deviation of 22.55 months. 
4) MODE OF CLINIC ATTENDANCE BEHAVIOUR 
Before presenting data of this section, it is necessary to 
introduce briefly how the administrative system at the 
clinic works. 
What to do when patients fail to turn up for appointment 
The nurse phones up patients who fail to turn up or 
default‘ for appointments on the same or the following day. 
She asks for the patient and arranges for an another date of 
appointment. If the latter is not around, the nurse tries 
to reach the patient‘s other contact person by telephone. 
Information of this kind is requested to be filled in by the 
patient on his first appointment at the clinic. Mostly, 
they are of close relations to the patient. If the contact 
person is reaached, the nurse will fix another appointment 
with him/her. 
If the patient and his contact person cannot be 
reached, a letter undersigned by the nurse in charge will be 
sent to the patient with information on the next appointment 
date. (copy?) Normally, the alternate appointment will be 
within a month‘s interval from the original appointment. 
？ ? ？ ? ? If the patient fails to show up for the next 
^appointment, the same tracing procedure will be carried out 
again. 
If the patient defaults appointment twice, he will be 
termed a ‘defaulter‘. If he does not turn up within the 
following three months, the psychiatrist will then decide 
whether to ‘close‘ the case temporarily. In clincial 
practice, this is called ‘PRN' which means that the patient 
can come back anytime within the following year and to be 
treated as an ‘active‘ case. If he returns after a year's 
time, he will be treated as a new case and required to go 
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through procedures related with initial appointments. 
Categories of Mode of Clinic Attendance 
1) CURRENTLY ATTENDING - 59.5% of the sample were currently 
attending the clinic at the time of research. This does not 
mean the patient has attended all appointments since his 
first visit to the clinic. One's overall attendance 
behaviour is taken into calculation. 
2) PRN/ CLOSED ——> RETURN - 9.9% of the sample patients 
returned and were currently attending the clinic of one's 
own accord, though at some point in time the psychiatrist 
has granted PRN or closed treatment sessions with the 
patient. 
3) PRN/ CLOSED - 11.7% of the sample has stopped coining to 
the clinic as the psychiatrist has either closed or ‘PRN‘ 
the case. 
4) DEFAULT ONCE 一 Only 0.9% or 1 case of the sample, at the 
time of research defaulted the last appointment and an 
alternative date was fixed for further appointment. Hence, 
it is a kind of ‘unclear‘ case as at this stage he cannot be 
categorized to be a current attender or defaulter. 
5) DEFAULT ONCE --> NO NEED TO TRACE/ PRN 一 6.3% defaulted 
once. Upon the psychiatrist‘s assessment, these cases were 
termed to be either PRN or no need to trace. 
6) DEFAULT MORE THAN TWICE - 5.4% of the sample, even with 
the nursing staff's tracing effort, defaulted more than 
twice consecutively. 
7) PRN (MORE THAN ONCE) --> RETURN --> DEFAULT/ DEFAULT AND 
NO NEED TO TRACE - 4.5% of the sample demonstrated a 
complicated attending behaviour. They had been termed PRN 
more than once, returned of their own accord, and at the 
point of research, no longer currently attended the clinic. 
The psychiatrist might have decided no need to trace the 
patient. 
8) PRN --> RETURN ——>PRN 一 1.8% of the sample was once 
^termed PRN, then returned, and after some time were termed 
PRN again. 
CROSSTABULATION OF RESULTS 
For the sake of analysis, some of the results presented in 
the above section will be regrouped to form fewer categories 
for crosstabulation. 
Duration of Clinic Attendance 
This statistics is originally calculated in terms of months. 
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It is regrouped into three categories : low, medium and high 
attendance； each comprising about one third of the sample . 
The cutting point is at 13 and 40 months. That is to say, in 
the low duration group, patients‘ visit to the clinic lasted 
from 0 to 13 months； that of the medium group is 14 to 40 
months； and that of the high druation group is 41 to 7 6 
months. One's ranked clinic attendance behaviour is 
relative to other patients in this sample. Its correlation 
with other variables in the study is presented below: 
With Diagnoistic Categories 一 in terms of percentage, more 
depressed out-patients visited the clinic longer than the 
anxious-prone and other counterparts. This is revealed by a 
higher percentage of depressed patients (42.5%) fall under 
the high duration rank/ cell than the other two diagnoistic 
categories. On the other hand, the depressed group has the 
lowest percentage (22.5%) in the low duration cell. 
With Sex 一 male patients in the sample attended the clinic 
for a longer length of time than females. 
With Age 一 the older the patient, the longer the duration he 
visited the clinic. 
With Marital Status - The widowed attended the clinic for a 
much shorter period of time than the married and single 
tmes. The attendance behaviour between the married and the 
single patients does not represesent a simple pattern. 
While higher ercentages of single patients fell in the high 
duration cell than their married counterparts (44.4% versus 
33.7%) ； the added percentage of medium and high duration of 
the single patients is smaller than the married ones. Or 
in other words, the married patients, with roughly equal 
distribution among the 3 ranks of clinic attendance 
behaviour, indicated an average performance in this regard. 
With Education 一 There is a clear pattern. The gamma 
statistics of .1 suggests that higher one's education is, 
longer is his duration of clinic attendance. Or as the 
table shows, those with no formal education showed the 
poorest performance in terms of clinic attendance. This is 
reflected in the lowest percentage in the high duration cell 
and highest percentage in the low attendance cell. With 
increasing education from primary to secondary level, 
^duration of clinic attendance increases as shown in rising 
percentage in high duration cell. Yet, this effect seems to 
have disappeared when education level once recaches F.5 and 
above as the distribution of behaviour spreads out equally 
among the 3 ranks. 
With Occupation - Relatively more unemployed and retired 
patients attended the clinic for longer period of time than 
the working and housewife conterparts. 
With Housing Type 一 Those living in village housing and 
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others attended clinic for a shorter period of time as the 
highest percentage falls under the low duration cell. Those 
living in private housing, as compared with their public 
housing counterparts, tended to visit the clinic for a 
shorter period of time. The public housing resident 
patients also has the highest percentage in the high 
duration cell, suggesting that they were more complient as 
clinic attendance behaviour is concerned. 
With Religion 一 Those with religion tended to attend the 
clinic for a shorter time than those without. This is 
reflected in a higher percentage in low duration cell of the 
former than the latter. Those having no religion, on the 
other hand, also has their highest percentage in the high 
duration cell. The gamma statistics of -.24 summarizes this 
relationship. 
With Waiting Time - A clear pattern exists between the 
relationship of waiting time and clinic attendance 
behaviour. The gamma statistics of -.2 indicates that the 
longer one has to wait for referral to treatment at the 
clinic, the shorter is his duration of attendance. 
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APPENDIX D 
Personal Characteristics by Respondents 
NAME AGE OCC- EDUCA- HOUSE SOURCE LENGTH PATIENT CLAIMED CONTACT 
TION TYPE OF RE- OF STATUS LENGTH OF PRIVATE 
FERRAL TREAT- ILLNESS PSYCHIAT-
MENT AT RIST 
CLINIC BEFORE 
(Yr) (Yr Mth) (Yr) 
Au 35 HW ？ Public PP 1 8 Active 4+ Y 
Chow 35 HW 10 Public HC 4 1 Active 6-7 Y 
Chung 44 HW 06 Public GP 3 8 Active 7 N 
Fung 37 HW 05 Public GP 1 10 PRN 4 Y * 
Hui 50 HW 10 Public Em 4 9 Active 20 ？ 
Kwan 57 F/T ？ Public Em 5 10 PRN ？ N 
Kwok 44 HW 06 Private PWH 1 0 Active 4 N 
Leung 56 HW 05 Public Em 1 7 Clsoed 4 Y * 
Ng 60 HW 06 Private PWH 3 11 Active 18 N 
Tang 36 P/T 11 Public Em 0 5 Active 4+ N 
Tse 42 HW 06 Room PWH 0 1 PRN 3+ N 
Tsui 35 F/T 03 Private GP 1 6 Active 4+ Y 
Wong 30 HW 08 Village HC 0 4 Active 6 mth. N 
Note: 
OCC (OCCUPATION): HOUSE TYPE: • 
HW = Housewife Public = Public Housing Estate 
F/T = Full-time work Private = Private Housing 
P/T = Part-time work Room = Rent a room 
Village = Village House 
EDUCATION: 
1 = No Information 
SOURCE OF REFERRAL: PATIENT STATUS (At the point of 
PP = Private Psychiatrist Interview): 
HC = Other Health Clinic Active = Attending Psychiatric OPD 
GP = General Practitioner PRN = Temporarily terminated 
EM = Emergency Dept., treatment 
Prince of Wales Hospital Closed = Case Closed 
PWH = Other department at 
Prince of Wales Hospital 
CONTACTED PRIVATE PSYCHIATRIST BEFORE： 
Y = Yes 
N = No 
Y * = Yes, only one visit 




The following questions are guidelines for focused 
interview. The actual sequence of questions asked did not 
necessarily follow the order of presentation below. 
I) On the ‘Current‘ Psychiatric Illness 
On the Definition of Illness 
Q: What happened? 
Q: How did you feel? 
Q: What did you do? 
Q: Did you consult any medical professional? 
O: Have you discussed this with others, say your husband or 
other friends? 
Q: What did you think it is? 
Q: Have you consulted any private psychiatrist? 
Path to Li Ka Shing Specialist Clinic 
Q； Who referred you to come here? 
Q: When was it? 
Q: How did you feel then? 
Q: How did you respond to the suggestion of seeing a 
psychiatrist? 
: How did your relatives (e.g. husband) respond to this 
suggestion? 
O: How did the psychiatrist comment your situation? 
Significant Others 
Q: Have you told anybody (apart from you family members) 
that you‘re consulting a psychiatrist? 
Q: How did they respond? 
Q: Have you told anybody from work, or the neighborhood 
about this? 
Subjective Perspective of Current Situation 
Q: What would you say your health situation is? 
Q: (for those still receiving treatment at Li Ka Shing) 
Would you continue the treatment? Why or why not? 
Q: What do you think of the service at Li Ka Shing? 
Q: (for those terminated treatment at Li Ka Shing) 
Would you say you've recovered now? 
II) On General Medical Practice 
Q: If you have general sickness like flu, could or fever, 
what do you do? 
Q: If consult medical advice (whether Chinese or Western?) 
how do you choose which one to go? (friends‘ advice, 
physical proximity or trial by error?) 
Q: Concept of medical affinity. 
How do you understand that? 
Do you have any personal experience of having a 
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